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What distinctive contribution can the profession of clinical psychology make in 
today’s NHS? In what ways should the profession be concentrating its efforts 
in the future?
Introduction
I was drawn to this essay question because I feel it is important and 
timely to explore these professional issues given the current economical and 
political climate. 1 initially had concerns that it may evoke a fairly standard 
answer due to its formal nature. However, in further considering my position in 
response to the question, I found that some interesting thoughts and strong 
feelings emerged. I feel it is important to highlight at this point that I am a 
trainee clinical psychologist and this influences my perspective. These issues 
are important to me, both personally and professionally, as I am preparing to 
commence my career within the profession of clinical psychology. In writing 
this essay, I come from a position of valuing the ideas underlying the profession 
and its contribution to the healthcare system. I will write in third person 
narrative for the majority of this essay as I feel this allows me to explore 
multiple perspectives and highlights the formality of the issues involved. 
However, I will use first person narrative on occasion to offer my personal 
views and reflections as I feel this will allow the reader to identify with them.
The National Health Service (NHS) is constantly changing and major 
reforms have recently been planned (Department of Health, DoH, 2010). Such 
changes have huge implications for health professions and so it is vital to 
consider them in relation to the profession of clinical psychology. Primarily, 
the current state of the NHS will be outlined in order to provide a context. It is 
important that the profession is flexible in adapting to contextual changes, but it 
is also essential that it retains its distinctive contribution to the healthcare 
system. Therefore, the next section of the essay will explore aspects of the 
profession that can be regarded as providing a unique contribution and how 
these can be valuable in today’s NHS. The second half of the essay will 
consider the future direction of the profession. Firstly, a brief overview of how 
the role of a clinical psychologist has evolved will be provided. This will be
followed by a discussion of ways in which the profession should concentrate its 
efforts in the future so that it thrives during this period of change and continues 
to have a positive impact on the healthcare service.
Today’s National Health Service (NHS)
Due to the ever changing nature of the NHS, its current state will be 
outlined in order to provide a context for considering how the profession of 
clinical psychology can contribute. This will draw largely upon government 
policy. The Government’s long-term plan for the NHS is set out in the White 
paper, the most recent of which proposes major refonns (DoH, 2010). It 
endeavours to liberate the NHS by empowering patients and professionals, 
whilst retaining its core values and principles in providing a comprehensive 
service that is freely available to all.
There are four major themes outlined in the White paper (DoH, 2010). 
The first is entitled “putting patients and the public first” and involves allowing 
patients to make their own informed decisions about their treatment and 
provider. For example, patients may be given a personal health budget which 
they can choose how to spend. This is in line with the personalisation agenda 
and person-centeredness is a key priority. The second theme is to “improve 
health outcomes” for patients. This is an ongoing ambition with a new focus on 
using clinically-credible, evidence-based outcome measures which really matter 
to patients, as opposed to process targets.
The third theme within the document (DoH, 2010) is entitled 
“autonomy, accountability and democratic legitimacy”, and aims to empower 
professionals and providers. Decisions will be made locally by GP Consortia 
so that there is freedom for innovation and less opportunity for political 
interference. This corresponds with an increased accountability for the quality 
and outcomes that they achieve, coupled with new initiatives such as payment 
by results. Additionally, community services can be delivered by a wider range 
of providers, which will be monitored by a regulator. It has been argued that 
this may fragment the NHS and, as providers are likely to include profit-making 
corporations, may result in a market-driven environment where the focus is on
profit rather than good quality care (Hassall & Clements, 201 lb). The final 
theme is “cutting bureaucracy and improving efficiency”, which involves 
making efficiency savings. It is important to highlight that these ambitious 
changes are being made in the context of a challenging financial position where 
public debt needs to be reduced.
In light of these impending changes and proposed efficiency savings, it 
is important to consider the implications for health professions such as clinical 
psychology. Current best practice promotes an integrative workforce where 
professionals work together to provide good quality care (National Institute for 
Mental Health in England, NIMHE, 2007). However, it can be argued that 
roles within the NHS are becoming increasingly generic. Therefore, it is 
important for the profession of clinical psychology to assert the value of what it 
can contribute to the healthcare system. Furthermore, as clinical psychologists 
can be considered high cost to the taxpayer (Mowbray, 2011), they need to 
justify this and maximise their expertise. This is particularly crucial given the 
recent introduction of the Improving Access to Psychological Therapies (lAPT) 
programme (DoH, 201 la). This aims to deliver evidence-based psychological 
therapies within a stepped care framework, wherein the least intrusive and most 
effective treatment is offered first (Bower & Gilbody, 2005). Given the 
increase in the provision of these interventions, clinical psychologists must 
demonstrate their value beyond that of offering individual therapy in their 
contribution to the delivery of psychological therapy services (Turpin & 
Llewelyn, 2009). In a context where patients are empowered to choose their 
preferred treatment and where the environment may become increasingly 
market-driven, this added value will also need to be marketed to the general 
population and providers (Mowbray, 2011).
Major change can present a threat to a profession, but it can also provide 
opportunities. In a context where professionals will be liberated, there may be 
exciting opportunities for the innovative profession of clinical psychology to 
thrive. There is continued emphasis within the NHS on issues that have 
historically been promoted by clinical psychologists, such as: providing
7evidence-based practice, promoting equality, and improving integrated working 
across boundaries (DoH, 2010). Furthermore, the proposed direction of the 
NHS involves empowering patients, and this seems somewhat congruent with 
the values underlying the profession. These values include that all humans are 
equal and should be treated as unique individuals, and that professionals should 
empower them and work collaboratively towards mutually agreed goals 
(Division of Clinical Psychology, DCF, 2001). Furthermore, the concept of 
recovery* is increasingly used as an organising principle within the NHS 
(Shepherd, Boardman & Slade, 2008; DoH, 201 lb). This originated from the 
lived experience of service users (Care Services Improvement Partnership, 
2007). It may be that clinical psychologists have an important role in assisting 
this contextual shift from a traditional medical model towards an individualised 
approach whereby an individual defines their own recovery.
Clinical Psychology’s Distinctive Contribution 
It is important for the profession of clinical psychology to be flexible in 
adapting to changes within the healthcare service so that it can continue to 
provide a valuable contribution. Furthermore, it is somewhat necessary for the 
profession to meet the needs of the NHS as this is currently its main employer 
and funds its training (Hassall & Clements, 2011a). However, clinical 
psychology was established as an independent and uniquely skilled discipline 
early on (Bellack & Hersen, 1980) and it is essential that the profession stays 
tme to its values and retains its unique contribution to the healthcare service. 
Additionally, the value of this must be asserted within the current economic and 
political context in order for the profession to prosper. Aspects of the 
profession that can be regarded as providing a unique contribution will now be 
explored, along with consideration of how they are valuable in today’s NHS.
Recovery can be described as “A deeply personal, unique process of 
changing one’s attitudes, values, feelings, goals, skills and/or roles. It is a way 
of living a satisfying, hopeful and contributing life, even with the limitations 
caused by illness” (Anthony, 1993, p.527)
This is categorised into broad themes, including their role as: a scientist 
practitioner, a reflective practitioner, and unique skills in formulation. This is 
not an exhaustive list, but captures features that are perceived as most 
distinctive. Skills in consultancy and leadership are also considered important 
but these will be discussed in further detail in the next section of the essay, 
which explores the evolving role of a clinical psychologist and how the 
profession can contribute most effectively to healthcare services in the future.
Scientist Practitioner
The background of clinical psychology is rooted in science and applying 
this to practice (DCF, 2001) and it could be argued that this is a distinguishing 
feature within the healthcare system. There is a strong academic tradition 
within the profession and it is unique in its doctoral entry level and extensive 
NHS-funded training (Kinderman, 2011). Clinical psychologists are competent 
in psychological theory and science, and this can be valuable to the healthcare 
system in a variety of ways.
Firstly, clinical psychologists are able to use their scientific knowledge 
to consume new research and think critically about it. They can draw upon 
research findings to advise clinical practice, and disseminate and share good 
practice to other professionals in order to advance knowledge. This is 
important as there is continued emphasis on services providing evidence-based 
practice (DoH, 2010). Secondly, research skills can be used to actively 
evaluate practice. This can be done on an individual level by monitoring client 
outcomes, which is valuable in today’s NHS as there is a focus on using 
clinically-credible outcome measures (DoH, 2010). Clinical psychologists are 
in a position where they can help develop these measures and promote the use 
of recovery-focused outcomes as defined by the individual. This can also be 
done on a wider level by conducting service evaluations, which is important in 
a context where services are accountable for demonstrating good quality 
outcomes (DoH, 2010).
Thirdly, clinical psychologists can combine their clinical and research 
knowledge to conduct applied research and generate new findings to
disseminate. This is important in keeping the evidence-base current. For 
example, in a context where there is increasing emphasis on the recovery 
approach, clinical psychologists can build the evidence base for rebuilding lives 
rather than symptom reduction (DoH, 201 lb). Fourthly, clinical psychologists 
can draw upon theory to innovate and develop novel approaches to treatment, 
which they can support with practice-based evidence. Finally, an additional 
skill that is unique to clinical psychologists is their extensive training in 
psychometrics, which enables them to provide a valuable contribution to 
comprehensive assessments through conducting cognitive tests.
To summarise, the role of a scientist practitioner is a unique and 
valuable contribution that clinical psychologists can make to the healthcare 
system. In a survey of clinical psychologists, it was found that they saw this 
role as an important part of their underlying values, but did not always translate 
this into practice (Kennedy & Llewelyn, 2001). This may be because there are 
limited resources within the NHS and the generation of research (which seems 
to be the traditional idea of what a science practitioner offers) does not seem to 
be given priority. Therefore, it is important for clinical psychologists to 
promote the value of this so that it is recognised as important at a management 
level. They must also recognise the wide variety of ways in which they can 
utilise their skills as a scientist practitioner and implement these in practice.
Reflective Practitioner
An aspect of clinical psychology practice that is increasingly recognised 
as important is their skills as a reflective practitioner. Lavender (2003) 
highlights the importance of balancing reflective practice with the scientist 
practitioner model as it helps clinicians to deal with the uncertainties and 
complexities of the reality of practice. Reflective practice is important as it 
allows professionals to develop their self-awareness, integrate theory with 
practice, and leam from their experiences to improve the quality of their work 
(Mann, Gordon & MacLeod, 2009). It is important to note that reflection itself 
is not unique to clinical psychology and is advocated within a number of 
professions. However, it could be argued that clinical psychologists have the
10
skills to encourage reflective practice in others, both within supervision and 
within teams. They can utilise these skills to support staff and assist team 
dynamics and relationships more broadly (BPS, 2007b). Mowbray (2011) 
asserts that it is important ethically for the profession to provide support to 
colleagues, and that it can also demonstrate an economic impact. This may be 
particularly valuable during the current period of change and uncertainty, and is 
in line with a developing awareness within policy of the importance of staff 
wellbeing in the workplace (Boorman, 2009).
Formulation Skills
It can be argued that clinical psychology is the only profession that 
utilises formulation skills in clinical practice. This involves drawing upon a 
broad knowledge base (including a broad range of theories, approaches, models 
and research) to develop an individualised, holistic understanding of each client 
within their wider environmental context (Turpin & Llewelyn, 2009). This is 
developed in collaboration with the client and should be seen as hypotheses that 
are open to change. Formulation is an extremely valuable skill, particularly in a 
context where the NHS endeavors to be increasingly patient-centred and 
holistic (DoH, 2010). This, in addition to the profession’s ability to provide 
more than one type of therapy and integrate a variety of therapeutic approaches 
to fit individual client’s needs (Kinderman, 2011), puts the profession in a 
strong position to offer choice and flexibility (DoH, 2010). It also demonstrates 
their value above that of the evidence-based interventions that are offered 
within lAPT. It can be argued that this individualised approach requires a huge 
amount of resources, which is problematic in a context in which efficiency 
savings need to be made (DoH, 2010). However, it may be that this is cost- 
effective in the long-term if it successfully aids recovery and provides service 
users with a positive experience. Furthermore, clinical psychologists are able to 
share these skills through offering consultation, supervision and training to 
other professionals. This will facilitate psychological understanding and 
awareness within services in order to improve patient care.
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To conclude, various aspects of the profession of clinical psychology 
can provide a distinctive contribution that is valuable in today’s NHS. This 
includes their role as a scientist practitioner, which contributes to the 
development of evidence-based practice, but may require further endorsement 
at a management level so that its’ importance is recognised. It also includes 
their role as a reflective practitioner in integrating theory and practice and 
encouraging staff wellbeing. Finally, it includes their unique skills in 
formulation, which demonstrate a patient-centered approach, but may need to 
be offered through consultation to achieve efficiency in practice. Realistically, 
it is likely to be a combination of these assets that contribute to the value of the 
profession, in addition to other qualities, such as a humanistic approach and 
strong ethical underpinnings. Beinart, Kennedy and Llewelyn (2009) support 
this view and highlight that the integration and application of these skills to 
solve clinical, theoretical or research problems is unique to clinical psychology 
and that this needs to be better articulated and promoted.
The Evolving Role of a Clinical Psychologist
The profession of clinical psychology clearly has a lot to offer the NHS, 
but it is important to consider how these skills can be utilised most effectively 
in order to have a positive impact on future healthcare. The broad aim of the 
profession is to reduce psychological distress and enhance psychological 
wellbeing by applying psychological knowledge (DCF, 2001). Clinical 
psychologists operate in a variety of roles to deliver these aims, including that 
of a therapist, consultant and leader. The role of a clinical psychologist has 
evolved over time in response to changes in the social and political context 
(Kennedy & Llewelyn, 2001) and this will be outlined briefly to provide a 
context to consider the future direction of the role.
Witmer opened the first psychological clinic for children with learning 
disabilities in 1987 and this was, arguably, when the profession of clinical 
psychology began (Hassal & Clements, 201 la). It has grown rapidly since then 
and gradually demonstrated its value in a number of areas, including 
traditionally excluded groups. Historically, the primary role of a clinical
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psychologist was that of a therapist, but their identity has shifted towards their 
role as a consultant and leader (Turpin & Llewelyn, 2009). This shift began 
following an independent review of clinical psychology (Management 
Advisory Service, MAS, 1989), which was undertaken because the profession 
had grown in prominence but there was still a limited number of clinical 
psychologists working in health services (Mowbray, 2011). The report 
highlighted that psychological interventions can be provided at a range of levels 
by a variety of professionals, but emphasised that clinical psychologists were at 
the top level as they are able to draw upon multiple psychological theories. It 
suggested that they should gain increased responsibility and achieve identity by 
sharing their skills and supporting other professionals through offering 
consultation, training, and organisational advice (focusing on wider healthcare 
issues, such as preventative measures). It seems that the profession adopted 
many of these ideas (Hassall & Clements, 2011a), but it has been argued that 
they could have been implemented better, particularly with regards to the 
broader healthcare and preventative role (Mowbray, 2011). Implementation 
may have been limited by contextual changes in government and service 
organisation at the time (Turpin & Llewelyn, 2009).
More recently, given the increased demand for clinical psychologists 
and limited supply, a NHS programme aiming to maximise their use has been 
established (British Psychological Society, BPS, 2007a). This echoes the MAS 
review and proposes that clinical psychologists should contribute to 
multidisciplinary teams by offering consultation, teaching, and becoming more 
involved in leadership and service development. Additionally, it highlights that 
they have an important role in: conducting service evaluation and research; 
encouraging service user and carer involvement; and, encouraging reflective 
practice (BPS, 2007a). Beinart et al. (2009) highlight that the drive for clinical 
psychologists to have a leadership function is gaining prominence and that they 
have many qualities that make them well-suited to this role in promoting 
effective working within the NHS.
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To summarise, there has been a steady increase in the recognition of 
clinical psychology as a valuable resource (Kinderman, 2011). Following an 
increased demand for psychological therapies and recognition that these can be 
delivered at a range of levels, the role of a clinical psychologist has evolved 
from therapist to consultant so that their advanced skills can be maximised.
This is of continued importance in the context of lAPT (DoH, 201 la) as clinical 
psychologists need to demonstrate their value beyond that of providing 
individual interventions. There is also an increasing drive for clinical 
psychologists to have a broader leadership function in order for psychological 
thinking to be further embedded into the healthcare system (Turpin &
Llewelyn, 2009). There is some debate among members of the profession 
regarding the future direction of the role as there are diverse views regarding 
the relationship between a clinical psychologist’s role as a therapist and as a 
professional with a broader remit (Hassal & Clements, 201 lb).
Where Clinical Psychology Should Concentrate Its Efforts in the Future
It has been argued that the profession of clinical psychology can provide 
a distinctive contribution in today’s NHS through its integration of unique skills 
in science, reflection and formulation, among other qualities, and applying this 
to practice. These skills have increasingly been maximised through the 
evolving role of therapist to consultant and leader. Next, it is important to 
consider where the profession should concentrate its efforts in the future in 
order to continue to have a positive impact on the healthcare service and thrive 
during a period of change. It is important to highlight that the NHS is 
continually changing and the future cannot be predicted (Kennedy & Llewelyn, 
2001), so this will be based on the direction that it is heading according to the 
aforementioned government policies.
The government’s vision for the NHS includes patients being 
empowered to choose their treatment and an increasingly market-driven 
environment for providers (DoH, 2010). This is within a context where 
efficiency savings are being made. Therefore, it could be argued that it is vital 
for the profession of clinical psychology to concentrate its efforts on asserting
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its distinct value and maximising this through increasing use of supervision, 
consultation, training and clinical leadership. This will allow psychological 
thinking to be shared within teams. For example, valuable skills in formulation 
can be used effectively through offering consultation to other professionals.
This is marketable beyond that of professionals who deliver individual 
interventions (as in lAPT). However, some critics may argue that clinical 
psychologists should retain their traditional role as experienced therapists 
(Hassal & Clements, 201 lb).
Furthermore, the valuable contribution that clinical psychology can 
make needs to be communicated to a wide audience (including the public, 
managers, commissioners, and the government) so that it raises its profile given 
the current political and economic climate (Kinderman, 2011). Many people 
are currently unsure what clinical psychologists do and may perceive them as 
high cost to the taxpayer so clinical psychologists may need to be more 
proactive in promoting their role (Mowbray, 2011; Taylor, 2011). One 
example of how this could be achieved is communication through the media, 
although this would need to be considered carefully as ethical and professional 
issues may arise in how the profession is portrayed. It is important to highlight 
that clearly communicating their expertise will require some agreement among 
the profession regarding its contribution to the healthcare service (Turpin & 
Llewelyn, 2009). Although the Chair of the DCP asserts that there is consensus 
that clinical psychologists are practitioner psychologists and that they apply 
psychological science in a wide range of areas to improve health and wellbeing 
(Taylor, 2011), it could be argued that there are a diversity of views among 
professionals about issues such as the relative importance of science and 
humanism. Although critical thinking is a strength of the profession, these 
issues may need further deliberation so that a degree of consensus is achieved.
There is an increasing drive for clinical psychologists to embrace 
leadership roles within the NHS (Turpin & Llewelyn, 2009) and their skills in 
management, service development, leadership, and governance have been 
recognised at a national level (BPS, 2007b). It is argued that this may result in
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a number of potential benefits. Firstly, it may allow clinical psychologists to 
communicate the value of their role at a service level so that the profession 
gains increased recognition and can thrive. This is important within a context 
where there will be a range of providers (DoH, 2010). Furthermore, as 
providers are likely to include profit-making corporations, it could be 
hypothesised that they may prioritise time-limited therapy for diagnostic labels 
as this is less “messy” (Hassall & Clements, 201 lb). Therefore, clinical 
psychologists must promote the use of formulation in predominating clinical 
planning so that services are based on individual need. This may require 
increased resources, but it is argued that it will be cost-effective in the long­
term as it will provide service users with a positive experience. However, this 
will need to be evidenced.
Secondly, although psychological thinking and evidence-based practice 
are more widely accepted in today’s NHS and society in general, if clinical 
psychologists take on leadership roles they can further embed them within 
services and policy in order to promote good quality care. Kinderman (2011) 
argues that national policies endorse the profession (e.g. BPS, 2007b) and its 
contributions to the healthcare service, but that these visions do not always 
reach local levels due to individuals in positions of power that oppose them. In 
a NHS context where decisions are going to be localised (DoH, 2010), it may 
be particularly important for clinical psychologists to have a strong influence at 
a local level. This may provide opportunities for clinical psychologists to 
endorse the value of undertaking applied research so that this is recognised as 
important at a management level and they can have resources to develop current 
evidence that can inform service delivery. It may also allow them to encourage 
reflective practice within teams to support effective team working and promote 
staff wellbeing (BPS, 2007b), which may be particularly valuable in the current 
context of major change and uncertainty.
Moreover, as there is likely to be a variety of new providers delivering 
services (DoH, 2010), it will be important for the profession to continue to 
endorse its underlying values. This includes: encouraging an awareness of
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diversity issues and promoting equality (DoH, 2010); encouraging the inclusion 
of service user and carer perspectives within services (BPS, 2007a); improving 
integrated working across boundaries (DoH, 2010); and, a focus on providing 
good quality, patient-centered care and demonstrating this through service 
evaluation. These values are largely synonymous with the government vision 
(DoH, 2010), which places clinical psychologists in a good position to lead 
services at the current time. Furthermore, these values are congruent with the 
concept of recovery, which is increasingly being used as an organising principle 
within the NHS (DoH, 201 lb). Therefore, it may be particularly timely and 
appropriate for the profession to assist services in a cultural shift away from the 
medical model and towards recovery as defined by the individual.
Lastly, clinical psychology can be considered a thoughtful, innovative 
and critical profession (Hassall & Clements, 201 lb). Leadership roles may put 
them in a good position to influence healthcare services through systemic 
innovation and offering critical thinking to challenge the status quo where it 
may be helpful. For example, in a broader healthcare and preventative role, the 
profession could promote the significance of wider environmental and 
contextual issues in determining human behaviour (Kinderman, 2011) as it has 
been argued that the focus is often narrowed to individual pathology and this is 
limiting (Hassall & Clements, 201 la). It would be difficult to put these ideas 
into practice as they challenge powerful political and managerial groups and 
would require a huge cultural shift that would take time and would not be 
immediately observable. However, there are many potential benefits (for 
example, this is likely to be destigmatising) and thus it is important to offer this 
critical voice.
To summarise, it is argued that the profession should concentrate its 
efforts on promoting its distinctive contribution to others given the current 
economic and political climate. This can be done most efficiently through 
consultation and leadership roles as this allows psychological thinking to be 
further incorporated into the healthcare service. Additionally, the profession 
can be influential in promoting good values and offering a critical perspective.
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Ultimately, the aim of this is to benefit the health and wellbeing of all potential 
service users, including those in traditionally excluded groups. Mowbray 
(2011) states that there seems to be reluctance for clinical psychologists to take 
on leadership positions, but that this is vital in order to guide the direction of 
clinical psychology and continue to provide a strong alternative to the medical 
model.
Conclusion
In conclusion, it has been argued that is important to consider how the 
profession of clinical psychology can thrive in the context of major change 
within the NHS (DoH, 2010) so that it adapts to contextual changes, whilst 
retaining its important distinctive contribution to the healthcare system.
Today’s NHS involves a government vision whereby patients and professionals 
are empowered, which is synonymous with the values underlying the profession 
of clinical psychology and may provide exciting opportunities for development 
and innovation. However, this is in a context where efficiency savings are 
being made and the NHS may become more market-driven. Therefore, it is 
important for the profession to assert its value (above that of providing 
individual therapy) and promote this to providers and the general population. 
Aspects o f the profession that can be considered as providing a unique 
contribution that are valuable in today’s NHS include their role of: the scientist 
practitioner in promoting evidence-based practice; the reflective practitioner in 
applying theory to practice and supporting teams; and, skills in formulation to 
integrate a broad range of knowledge, which can be shared through 
consultation. It is likely to be a combination of these skills and their application 
to practice that makes the profession so valuable. It is argued that, in practice, 
further consensus regarding this unique contribution must be achieved among 
the profession so that this can be clearly communicated to others.
Clinical psychology clearly has a lot to offer the NHS and these skills 
must be utilised effectively so that the profession continues to have a positive 
impact on the healthcare service. The role of a clinical psychologist has 
evolved from therapist to consultant and leader, following the increased
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recognition of psychological interventions and the need for clinical 
psychologists to maximise their advanced skills. Regarding the ways in which 
the profession should concentrate its efforts in the near future, it is argued that 
clinical psychologists should increasingly undertake supervision, consultation, 
and training in order to efficiently share psychological thinking among teams. 
They should also be more proactive in taking on leadership opportunities so 
that they can promote the value of their role and their unique contribution at a 
service level. This will allow psychological thinking and the values underlying 
the profession to be further embedded in the healthcare system and may 
facilitate the cultural shift towards a recovery approach (DoH, 201 lb). It will 
also allow the profession to provide a critical perspective and challenge the 
status quo, thus offering a strong alternative to the medical model. Ultimately, 
the aim of this is to provide good quality services that will benefit the health 
and wellbeing of all potential service users.
On reflection, I feel it was very timely and important for me to consider 
these issues as I am preparing to commence my career as a clinical 
psychologist. I believe it is vital for the profession of clinical psychology to 
reflect on its role given the current NHS context so that it can utilise change as 
an opportunity to thrive. Within this essay, I have attempted to offer a diversity 
of views and be critical with regards to the literature, whilst providing an 
argument based on my own perspective. My position is clearly influenced by 
my personal and professional experiences. I feel strongly that the profession 
needs to be proactive in asserting its value within the future healthcare service. 
This is important to me professionally in terms of my future career, but also 
personally because I value the contribution that it makes. I found myself fairly 
overwhelmed at times by the complexity of the issues and appreciate that it can 
be difficult to see how one individual can influence the future of a profession. 
However, I have discovered a variety of ways that this can be done and, 
although it may be challenging, I endeavour not to shy away from asserting my 
views and taking on leadership positions in my future practice as a clinical
19
psychologist. Therefore, it is important for me to develop these skills 
throughout my training.
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Critical Review of Current Evidence for the Application of Eye Movement 
Desensitisation and Reprocessing to Specific Phobias 
Abstract
Based on the Adaptive Information Processing (AIP) theoretical model 
(Shapiro, 2007), Eye Movement Desensitization and Reprocessing (EMDR) has 
been applied to a variety of experientially-based disorders, including specific 
phobias. However, there are controversies regarding its use in practise when 
there is not a clear evidence-base for its effectiveness (Muris & Merckelbach, 
1999). There appears to be a gap in the literature in exploring the relative 
merits of different types of evidence and so the current review aims to critically 
evaluate evidence from a variety of methods and explore how they inform 
clinical practise. A systematic search of the literature identified 18 published 
articles which investigate EMDR interventions for specific phobias. 
Uncontrolled studies were found to have optimistic results, but this was not 
consistently supported by controlled studies (although the latter were fraught 
with limitations, including numerous methodological flaws and a lack of focus 
on phobias that are experientially-based). It was concluded that further 
controlled research is required to draw conclusions about the effectiveness of 
EMDR for specific phobias and, in the absence of this, in-depth case studies 
should be communicated between professionals to inform practise as there may 
be individual cases for which the approach has clinical utility.
Declaration of Position and Question Formulation 
1 first observed the use of Eye Movement Desensitization and 
Reprocessing (EMDR) whilst I was on an undergraduate placement and I found 
it intriguing as a treatment approach as it worked remarkably well in practise 
for some, but not all, individuals with Post Traumatic Stress Disorder (PTSD). 
However, there did not seem to be a satisfying explanation for this. I recently 
commenced my doctoral adult placement and discovered that my supervisor 
integrates an EMDR approach into her clinical work, which revived my 
curiosity in the field and introduced me to the idea that EMDR may have 
further applications to disorders other than PTSD. 1 feel it will be useful for me
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to learn more about this approach (and the theory and research behind it) so that 
1 am informed when I encounter it in practise, and in considering which 
approaches I would like to utilise in my future practise as a Clinical 
Psychologist. It will also be relevant for my supervisor in considering the 
current evidence for further applications of EMDR.
In exploring the EMDR literature, I found the approach to be subject to 
much controversy. One debate lies around whether an approach should be used 
in practise in the absence of a clear evidence-base, but this raises many 
questions around what constitutes sufficient evidence and the relative merits of 
different research methods. These important issues will be considered 
throughout the review. Within the scope of the current review I have chosen to 
focus on the application of EMDR to specific phobias. Although this research 
is still in its infancy, there appears to be a plausible theoretical rationale behind 
it, there are standardised protocols in place, and various research methods have 
been used to explore its effectiveness.
1 will take an impartial stance to this question, considering all of the 
available evidence and various perspectives, as I am curious about the area but I 
am not heavily invested in a position (as many researchers in this field appear 
to be). However, I am aware that it is impossible to be entirely value-free.
Introduction
EMDR is an integrative psychotherapeutic treatment approach that 
addresses past experiences that may have contributed to pathology by accessing 
and reprocessing difficult memories (Shapiro, 2007). It entails standardised 
procedures and protocols, including a three-pronged approach (comprising past 
events, present triggers and future aspects) and an eight-phase structure. There 
are many components involved in EMDR, although it has been renowned for its 
unique aspect in that the client focuses on bilateral stimuli whilst 
simultaneously attending to the emotionally-disturbing material (Shapiro,
1999). EMDR was originally designed to alleviate the distress associated with 
traumatic memories and thus was applied to PTSD (Shapiro, 1989). Since this 
original study, research has shown EMDR to be an efficacious treatment for
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PTSD. For example, a meta-analysis by Bisson, Ehlers, Matthews, Pilling, 
Richards and Turner (2007) concluded that EMDR improved symptoms more 
than a waitlist control and was equivalent to Trauma-Focused Cognitive 
Behavioural Therapy (TF-CBT). It is now widely recognised as an effective 
treatment and has been endorsed, along with TF-CBT, in various practise 
guidelines (e.g. American Psychiatric Association, 2004) and national guidance 
(e.g. National Institute for Clinical Excellence, 2005), although this is not 
without controversy (Rafferty, 2005).
Based on the rationale that many presenting difficulties originate from, 
or are influenced by, disturbing earlier experiences, EMDR has since been 
adapted to apply to a wide range of experientially-based disorders (Shapiro,
2002). For example, a specific protocol has been developed for using EMDR to 
treat specific phobias (De Jongh, Broeke & Renssen, 1999). These can be 
defined as a marked and persistent fear of specific objects or situations which is 
excessive or unreasonable, interferes with daily life, and results in avoidance of 
the stimuli (De Jongh & Broeke, 2007). De Roos and de Jongh (2008) suggest 
that a distinction can be made between phobias that originate from a distressing 
experience and phobias without such a background and it is thought that EMDR 
may be more applicable to the former. This is grounded in the Adaptive 
Infonnation Processing (AIP) theoretical model (Shapiro, 2007), which has 
been proposed to explain the mechanisms underlying EMDR. The model posits 
that traumatic events can block our physiologically-based information 
processing system so the memory of the event is maladaptively-stored in the 
form that it was originally experienced and thus becomes the basis of current 
dysfunctional reactions (Shapiro, 2007). The model asserts that EMDR 
accesses and reprocesses a series of strategically important memories and forms 
new connections with more adaptive information so that these negative learning 
experiences are resolved (De Jongh & Broeke, 2007).
Although EMDR has been applied to specific phobias in practise and a 
need for further research has long been identified, Shapiro (1999) highlights 
that there is a lack of research in this area and the studies that have been
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conducted have been criticised for being of limited quality (De Jongh &
Broeke, 2009). Muris and Merckelbach (1999) argue that there is a discrepancy 
between the proliferation of EMDR in practise, which is largely guided by case 
material, and the current evidence-base available. This appears to contrast the 
current paradigm in mental health that values “evidence-based practise”, which 
can be described as interventions for which there is systematic empirical 
research consistently showing their effectiveness in improving client outcomes 
(Drake, Goldman, Leff, Lehman, Dixon, Mueser & Torrey, 2001). Current 
research into the application of EMDR to anxiety disorders has been reviewed 
(De Jongh & Broeke, 2009; Shapiro, 1999) but there appears to be a gap in the 
literature in exploring the relative merits of different types of evidence. 
Therefore, the aim of the current review is to critically appraise the evidence for 
applying EMDR to specific phobias from a variety of methods, ranging from 
uncontrolled to controlled studies and from single to group designs, and to 
consider the relative merits of different types of evidence. As there is limited 
research in the area, recommendations for further research will be presented 
and, importantly, the implications for clinical practise will be discussed.
Search Strategy
Four electronic databases (namely, PsycINFO, psycARTICLES, 
Psychology and Behavioral Sciences Collection and MEDLINE) were initially 
searched with the following key terms: EMDR or eye movement 
desensitization AND phobia, which resulted in 44 articles. The search was 
from 1989 (when the first EMDR study was published) to 2010 and did not 
include books as these were not accessible within the time-frame. The search 
was augmented by typing the above terms into google scholar, hand-searching 
special issues on EMDR and the Journal of EMDR Practise and Research, and 
citation-searching from the papers. This only captured published reports.
Articles were screened for relevance and were included if the focus was 
an EMDR intervention and they involved an outcome study of some description 
(regardless of quality as there is limited research in this area). Exclusion 
criteria included: articles that focused on PTSD as opposed to phobias, articles
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that were not accessible within the time limits (which restricted it somewhat to 
English language articles), and review articles (although these were hand- 
searched for references). This resulted in 18 articles.
Current Evidence for the Application of EMDR to Specific Phobias
Despite anecdotal evidence that EMDR can be effective for the 
treatment of specific phobias, there is currently a lack of empirical research in 
this field (De Jongh & Broeke, 2009). Therefore, I am going to consider 
research findings from a variety of methods, ranging from uncontrolled to 
controlled studies and from single to group designs, and discuss the strengths 
and weaknesses of each of these methods.
Uncontrolled Case Studies
A number of uncontrolled case studies (including single-case and 
multiple-case designs) have demonstrated extraordinary effects of EMDR on a 
diverse range of patients with a variety of specific phobias (De Jongh &
Broeke, 1998; De Roos & de Jongh, 2008; Howard & Cox, 2006; Kleinknecht, 
1993; Newgent, Paladino & Reynolds, 2006; Protinsky, Sparks & Flemke, 
2001; Young, 1994). These studies have demonstrated long-term effectiveness 
following short-term treatment. For example, symptoms were eliminated after 
a single session in a case presented by Newgent et al. (2006) and this was 
maintained in a long-term follow-up. A major limitation of single case studies 
is that it is difficult to generalise results from one individual as improvements 
may be attributed to personal characteristics. For example, the above studies 
reported factors such as high expectations of treatment (Young, 1994) and 
motivation for treatment (Newgent et al., 2006) and these may have been 
contributed to the outcomes. Although it is difficult to generalise from 
individual idiosyncratic cases, and there may be a number of confounding 
variables in these uncontrolled studies, these exciting results suggest that 
further research is warranted (Young, 1994).
Furthermore, case studies often provide rich, detailed accounts, and they 
have demonstrated particular advantages of the approach and innovative 
applications in the real world. Notably, EMDR has been found to be
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advantageous when in-vivo exposure approaches are not practical (De Jongh et 
ah, 1999), such as when phobias cannot be simulated in real life (e.g. death 
phobia), when it may be harmful to do so (e.g. wasp phobia), when they are 
difficult or expensive to access (e.g. flight phobia), or even for blood-injection 
phobias as injections do not have to actually be administered (Kleinknecht, 
1993). Additionally, the adaptive nature of the treatment has been illustrated. 
For example, Howard and Cox (2006) reported its time-limited use in the 
pressure-based environment of a navy boot camp, Newgent et al. (2006) 
reported the success of an impromptu single-session of EMDR on a flight for a 
distressed flying phobic, and Protinsky et al. (2001) used EMDR in-vivo at the 
sight where the patient had experienced a car accident to eliminate specific 
difficulties for a driving phobic. It is important that these interesting findings 
are communicated between professionals so that experienced practitioners are 
informed about when the approach may be useful and can utilise it on a case- 
by-case basis. However, results cannot be generalised and case studies do not 
give boundary conditions of EMDR working in practise so it must be used with 
caution.
Despite successful findings, it is important to comment that there are a 
number of biases inherent in the case study literature, including publication bias 
(as it may be that only successful cases are reported) and investigator effects (as 
treatment is often conducted by the researcher). The latter may be particularly 
problematic when outcomes are solely measured subjectively (e.g. self-report 
and therapist-rated outcomes) as these are vulnerable to various biases, such as 
demand characteristics. For example, in a case described by Newgent et al.
(2006), the patient had a previous relationship with the experimenter and this 
may have affected her reports.
With regards to outcome measures, there may be methodological 
limitations in the studies described. Many have been criticised for only 
utilising the Subjective Unit of Distress Scale (SUDS), which records the level 
of distress generated from the image, and the Validity of Cognition (YOG) 
scale, which rates the patient’s confidence in the new positive belief (e.g.
Howard & Cox, 2006, Newgent et al., 2006; Young, 1994) because EMDR 
focuses on these measures and treatment terminates when they are reduced so 
they are an extremely specific measure of outcome. Furthermore, it has been 
suggested that they do not translate to other, perhaps more objective, outcomes 
(Muris & Merckelbach, 1995). Additional outcomes that can be utilised 
include: standardised self-report measures, behavioural improvement (which 
may be more representative of changes in the real world, and should preferably 
use objective avoidance tests as opposed to anecdotal reports), and 
physiological measures. These have produced mixed results. Kleinknecht 
(1993) documented positive outcomes with a full complement of assessment 
indices, and several data points were measured, thus demonstrating changes 
within and across sessions rather than just pre to post as in many previous 
studies. Although few studies have been as comprehensive, contrasting results 
have been found. For example, positive self-report outcomes did not coincide 
with improvements in behavioural avoidance in a study by Muris and 
Merckelbach (1995) or with physiological changes in research by Lohr, Tolin 
and Kleinknecht (1996). Additionally, Kleinknecht’s (1993) study does have 
limitations in that the physiological data, which was measured by blood 
pressure and heart rate, does not seem to be as valid or reliable as indicated 
because: the changes in heart rate were not particularly clear, physiological 
measures were not recorded in all sessions due to an equipment malfunction, 
and findings may have been perverted e.g. an increase in pulse rate at session 
four was attributed to thoughts of an upcoming exam. This suggests that 
studies with more comprehensive outcomes are required and physiological 
measurement methods may need further refinement.
Uncontrolled Group Studies
As it is problematic to generalise results from single case studies, group 
study designs can be utilised. Initial optimism for EMDR was implied in an 
uncontrolled study by Marquis (1991), who found EMDR to be effective in 
treating 73 out of 78 cases with a wide range of problems, and concluded that it 
was successful for those in the “phobic group” (although diagnostic criteria is
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unclear and these categories were created ad-hoc and were not exclusive or 
comprehensive). This study can only be considered as exploratory due a 
number of confounding variables (e.g. EMDR was often combined with other 
interventions and follow-up varied from one week to one year) and numerous 
methodological shortcomings (e.g. only non-standardised self-report outcomes 
were used and this consisted of just four options to determine degree of 
improvement. Additionally, there may have been investigator effects as one 
patient later admitted to distorting their results due to anger at the 
experimenter). However, it warrants further research due to the variety of 
clients and difficulties treated and some extraordinary improvements in certain 
cases.
Very few uncontrolled group studies have been conducted to investigate 
EMDR solely for specific phobias. However, a recent quasi-experimental study 
by De Jongh , Holmshaw and Hodder (2010) compared EMDR with TF-CBT 
for 184 patients with travel phobia and concluded that the interventions were 
capable of producing equally large, clinically significant decreases on symptom 
measures, therapist ratings, and behavioural changes (although longer-term 
effectiveness was not explored). This is an encouraging finding, but there are a 
number of limitations in the methodology, including: a lack of control in the 
study (for example, 125 different therapists were used and it is not known how 
much they adhered to protocol), a lack of randomisation to groups (in fact, 
participants were allocated on the basis of geographical location and the groups 
were different in size and had a number of baseline differences which may have 
contributed to the findings), and the lack of a control group (so it is impossible 
to rule out that there were placebo or expectation effects of therapist contact). 
Additionally, in-vivo exposure was given as a self-managed homework task 
consistent across both groups and it may be that this was a vital component in 
the successful outcomes of both interventions.
Although the above uncontrolled studies have merits in that they were 
conducted in the real world of clinical practice (thus increasing 
generalisability), it is evident that more controlled studies are required to
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determine whether the effects can be attributed to the procedure rather than 
confounding variables. Furthermore, they need to be compared to control 
groups and other treatments to consider whether EMDR has a specific effect. 
Controlled Case Studies
In order to elucidate whether previous successful outcomes of EMDR in 
treating specific phobias is due to the actual intervention, a number of within- 
subject experimental case study designs have been developed. In single 
subjects with more than one phobia, a multiple-baseline has been used (i.e. 
staggering the introduction of the treatment for different phobias) to determine 
whether it is the treatment that results in improvement and whether this is a 
specific effect. Additionally, a phase-change design has been used in which 
data is graphed at several time points so that differences between phases can be 
inspected (which can be used to assess the effects of the treatment or of adding 
components), although a limitation of the current studies is that the data is 
visually inspected (e.g. Lohr, Tolin & Kleinknecht., 1995) and it may be 
valuable to employ statistical analyses to elucidate whether outcomes are a 
result of chance. There are additional limitations inherent in these designs (e.g. 
carry-over effects) so they should be interpreted with caution, and it is difficult 
to generalise from individual cases, but they can further our knowledge about 
the effectiveness of the approach and serve as an antecedent to more extensive 
controlled studies. However, it appears that these studies yield mixed results, 
and these will be discussed below.
A number of uncontrolled case studies have indicated the effectiveness 
of EMDR. Kleinknecht’s (1993) uncontrolled case study can be seen as a quasi 
multiple-baseline design and, when fear of injections diminished following 
treatment of an injection image, little change occurred in the patient’s 
interspersed fears of having blood drawn until further treatment was given on 
these. This suggests that EMDR had a specific positive effect (although there 
are possible alternative explanations, such as that one phobia was more difficult 
to treat than the other for that individual). Additionally, De Jongh, van den 
Oord and Broeke (2002) utilised a controlled phase-design experiment on four
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cases with dental phobia and found positive self-report, observer-reported and 
behavioural outcomes following an EMDR phase in three of the patients (as the 
fourth did not complete the study). Furthermore, Lohr et al. (1996) conducted a 
within-series phase-change design on two patients with claustrophobia and 
found that the additive phase of eye-movements resulted in a substantial 
decrease in SUDS and positive behavioural changes (although this did not 
translate to physiological changes).
However, such positive results have not consistently been found. For 
example, although Lohr et al. (1995) found a reduction in self-reported fear 
following an EMDR phase compared to an imaginai exposure baseline phase 
(i.e. without eye movements) in two cases with medical phobia, treatment 
generalised to the untreated images (suggesting a non-specific effect) and a six- 
month follow-up ascertained that anxiety had returned in both patients and 
further psychological treatment was refused, which is a very concerning 
finding. Additionally, Aciemo, Tremont, Last and Montgomery (1994) used a 
multiple-baseline design for a multi-phobic patient (of dead bodies and dark 
rooms) and found EMDR to have no additional benefit on behavioural, 
physiological or cognitive outcomes when it was compared with imaginai 
exposure. However, this study has been criticised because the experimenter 
had no formal training and the protocol used was contrary to standard 
procedures, for example there was no attempt to link in the positive statement 
(De Jongh et al., 1999). Aciemo et al. (1994) used a subsequent exposure 
treatment and this resulted in large behavioural improvements, but it is 
important to note that the latter treatment is a combined effect with any 
preceding treatments and so findings cannot be attributed solely to the exposure 
treatment; it may be that EMDR had a delayed effect or that it set the stage for 
the exposure treatment to be effective.
Controlled Group Studies
Controlled group studies can utilise a between-subjects design to 
compare two or more interventions independently (preferably with matched, 
randomised groups to control for individual differences between groups) in
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addition to attempting to control for confounding variables. An intervention 
can be compared to a control group that does not receive treatment (e.g. waitlist 
control) to investigate whether effects are due to the intervention rather than 
spontaneous remission. It can also be compared to alternative treatments to 
elucidate whether there is a specific effect or there may be placebo or 
expectation effects of therapist contact effect, and this may also indicate which 
intervention is superior. However, there currently appears to be a lack of well- 
designed studies in this field (De Jongh & Broeke, 2009) and existing findings 
are fairly negative.
Previous research has compared EMDR to a waitlist control (Bates, 
Mcglynn, Montgomery & Matkfe, 1996) and found that both groups reduced 
SUDS and VOC measures and so they attributed this to the repeated exposure 
component that was used to experimentally test fear. However, it is difficult to 
generalise these findings as it was a small sample of white Caucasian female 
university students who had not sought help for their difficulties so they may 
not be representative of clinical cases. Additionally, EMDR has been compared 
to alternative treatments (i.e. imaginai exposure and in-vivo exposure) and, 
although it has been found to be effective in reducing SUDS, studies have 
failed to support the efficacy above that of imaginai exposure (e.g. Sanderson & 
Carpenter, 1992) and have found in-vivo exposure to be more successful, in 
that it reduces avoidance behaviour in addition to improving self-reported fear 
(Muris & Merckelbach, 1997; Muris, Merckelbach, Holdrinet & Sijsenaar,
1998). Notably, much of this research has been conducted by the same research 
group and therefore may all come from a certain perspective. Although results 
initially seem very negative, it seems that randomised studies are limited to 
spider phobia and this may not be an accurate representation of the effects as 
spider phobias are not necessarily trauma-based (De Jongh & Broeke, 2009). 
Findings by Sanderson and Carpenter (1992) supported this as they found that 
EMDR was more effective than a control for a subgroup that had trauma-based 
phobia (although this involved just six participants and findings were not 
statistically significant).
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The above findings indicate that EMDR does not have a specific effect 
but studies may be compromised due to a number of methodological 
limitations, such as misapplying or eliminating procedural elements and non­
adherence to the protocol. For example, in the study by Bates et al. (1996), 
Lipke (1997) argues that the practitioner had no formal training in EMDR, the 
general trauma protocol was used as opposed to the specific phobia one, and 
even this was applied inaccurately e.g. the free association component was 
eliminated and a future template was not incorporated (De Jongh & Broeke, 
2009). Shapiro (1999) found that studies that emitted more than half of the 
EMDR phases had poorer outcomes and emphasises the need to use fully- 
delineated standardised procedures and protocols in research. Additionally, De 
Jongh and Broeke (2009) argue that poor results may be due to the limited 
time-course of treatment (e.g. Muris & Merckelbach, 1997, desensitized less 
than three targets in most patients as a result of time restrictions), although it 
could be argued that short-term treatment is one of the proposed selling points 
of EMDR (De Jongh et al., 1999).
Recommendations for Future Research 
Despite recommendations for further research attention into EMDR 
with specific phobias (De Jongh et al., 1999) and successful findings in 
uncontrolled studies that warrant further investigation, there is still a very 
limited number of controlled studies in this area and those that have been 
conducted have a number of methodological flaws and are not sufficient to 
draw conclusions (De Jongh & Broeke, 2009). Therefore, it remains unclear as 
to whether EMDR has a specific effect and the issue of its use in practise is still 
controversial. It is recommended that further large-scale randomised control 
trials are conducted to compare long-term outcomes of EMDR with a control 
group and other interventions, and that these studies employ trained 
practitioners and adhere to the protocol to overcome previous methodological 
shortcomings. Current theory and research indicate that that this should focus 
on experientially-based traumas (e.g. Sanderson & Carpenter, 1992) and cases 
in which other approaches are not optimal (such as in-vivo exposure for a fear
37
of death). Furthermore, research should explore the effectiveness of EMDR for 
different groups of individuals to consider diversity (e.g. in gender or ethnicity), 
and different components and combinations of the approach should be explored 
(e.g. De Jongh & Broeke, 2007, suggest a combination of EMDR and CBT may 
have greater efficacy). Although 1 am aware that these are ambitious 
suggestions and may be a challenge in light of previous negative findings, it 
seems important to have a more conclusive idea about the effectiveness of 
EMDR in treating specific phobias, whether this would justify or refute its use 
in practise, as it would elucidate current controversy in the field. However, it is 
important to consider ethics within this, as in-vivo exposure currently has the 
most persuasive evidence for the treatment of specific phobias (De Jongh et al.,
1999).
With the current available evidence, it is important that in-depth case 
studies continue to be reported (employing comprehensive outcome measures at 
several time-points and statistical analyses of these) so that findings are 
exchanged among professionals to inform current practise in idiosyncratic 
cases. This should include those with negative outcomes to investigate cases in 
which the approach is not useful and should not be used in practise, although it 
can be a challenge to get these published. Notably, a number of cases in 
Marquis’ (1991) study were not reported in the results as EMDR was not 
suitable for them for a variety of reasons, including one patient who felt it 
“sounded like quackery” (p. 188) and others who could not imagine scenes, got 
distressed or did not respond well to treatment. Additionally, within-case 
designs should be conducted in larger groups to determine whether findings are 
replicated and to explore individual differences in outcome. It may also be 
valuable to investigate take-up and dropout rates and patient satisfaction (which 
could be furthered by qualitative investigation) in addition to outcomes of 
treatment to explore the acceptability of the approach as this has previously 
received little attention.
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Clinical Applications
Overall, there is not a sufficient evidence-base to draw conclusions 
about the application of EMDR to specific phobias (and there has been no 
research into diverse groups) and so the treatment approach should be used with 
caution in practise (Muris & Merckelbach, 1999). However, it is important not 
to rely exclusively on randomised control trials as other methods, such as in- 
depth case studies, can provide insights and inform practise (although the 
limitations of these methods must be considered, such as difficulties in 
generalising from individual cases and in attributing the effects to the treatment 
due to a lack of control). Based on the current evidence available, it appears 
that EMDR may not be a “one-size-fits-all” therapy, but has clinical utility as it 
can be extremely useful for certain individuals and in certain cases (e.g. where 
in-vivo exposure is impractical or where it can be adapted to suit a particular 
need, as described in some of the case study evidence). Therefore, EMDR 
should be applied to specific phobias on a case-by-case basis where it may be 
beneficial, and this requires communication between professionals to share 
findings from practise and highly-skilled therapists who are suitably trained so 
that they can adhere to protocol but use clinical judgement and adapt this to 
meet the unique needs of each individual (Protinsky et al., 2001).
Conclusion and Reflections
In conclusion, I feel this was a very interesting and important area to 
explore and, having critically considered the current evidence for applying 
EMDR to specific phobias, I can understand the controversy in the field as 
there is mixed evidence from different approaches (i.e. uncontrolled studies 
have indicated successful results but this has not been replicated in controlled 
studies when attempting to determine whether this is a specific effect) and each 
approach has various strengths and weaknesses. Additionally, much of the 
research is conducted by the same researchers who seem to be heavily invested 
in certain positions. Overall, I believe that there is not sufficient randomised 
controlled research to draw conclusions, partly due to the methodological 
limitations, but also because experientially-based phobias have not been
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thoroughly researched and this is the sub-type that EMDR has been proposed 
for both in the AIP theoretical model and in other forms of research e.g. in the 
successful case studies that have been reported and, interestingly, not in the less 
convincing cases presented by Muris and Merckelbach (1995) and Lohr (1995). 
It is important to note at this point that there are limitations of this review, in 
that unpublished studies were not captured and I did not consider alternative 
theoretical approaches for EMDR. However, due to optimistic results in 
uncontrolled studies I feel this area is a priority for future research and, in the 
absence of this, all types of evidence should be considered as they can inform 
professionals when using the approach -  albeit with caution - in practise.
Having conducted this literature review, I have leamt the importance of 
considering a variety of types of research, especially for a controversial 
treatment that has not been thoroughly investigated, as they can all contribute to 
our knowledge. Additionally, although it is important for the NHS to find cost- 
effective “one-size-fits-all” therapies so that these can be utilised for the 
majority of patients in practise, other approaches should not be ignored as these 
may be valuable for specific applications, or they may even be superior but not 
yet “proved” empirically. In my future practise as a Clinical Psychologist, I 
will utilise approaches that are evidence-based, but I will be open-minded and 
consider all types of evidence so that I can apply other approaches where they 
may be advantageous. However, as a trainee, I am currently very aware of the 
skills and training that are required to do this and, additionally, I feel that my 
perspective on the above issues may err on the side of caution.
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Introduction
Having participated in a “Problem Based Learning” (PBL) group 
exercise several months ago, 1 am going to reflect upon the experience. 1 will 
begin by considering my initial reaction to the task and how we approached it 
as a group, before reflecting upon our group processes in more detail. 1 will 
then discuss our presentation and the feedback that we received. Lastly, I will 
reflect further upon the process as a whole, exploring what I have leamt and 
how this relates to my experiences on placement and my future practice within 
the NHS. I will write in first person throughout this account as I feel it allows 
the reader to identify with my personal thoughts, feelings and reflections. I 
have stmctured the account with the use of headings in order to make my ideas 
more accessible to the reader.
The Original “Problem”
The “problem” that was presented as a catalyst for the PBL exercise was 
the title “Relationship to Change”. My initial reaction was that this was a rather 
abstract concept and it did not correspond with my preconceptions from 
previous academic group learning experiences that we may be exploring 
solutions to a clinical question. This unexpected approach and ambiguous task 
made me feel anxious, in addition to my pre-existing anxieties about my 
personal stage of transition in which I was commencing clinical psychology 
training. I felt a desire for further information, guidance and clarity when 
presented with this novel concept. On reflection, this may relate to how clients 
feel when they commence therapy and are presented with new ideas. I feel it is 
important to be aware of this as a professional and to validate their feelings. 
Also, from my placement experiences thus far, client feedback has suggested 
that a slightly more structured and directive approach has been helpful towards 
the beginning of therapy to reduce initial anxiety (although 1 appreciate that 
there are individual differences in preference). Overall, I found the experience 
of exploring the unknown within the PBL exercise stimulating and empowering 
and 1 believe it is important to facilitate this for clients within therapy and adopt
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a “not-knowing” position (in addition to creating a therapeutic relationship in 
which they feel safe to explore ideas).
Following the introduction of the problem, feelings of anxiety were 
shared among the group and I believe this encouraged group bonding and 
collaborative working. Our approach was fairly task-focused and we began by 
brainstorming ideas around the topic. This initially felt fairly awkward and, in 
retrospect, it may have been valuable to spend more time getting to know each 
other first. However, all members of the group gradually contributed and I feel 
this was facilitated by a feeling that we could not be right or wrong, partly due 
to the ambiguity of the problem but also due to the receptive attitude of the 
group. This personally made me feel more comfortable to contribute ideas as 1 
had previously held concerns about the academic standards required of the 
course and doubts about my own competence in being able to fulfill this. I 
believe it is important to consider these reflections in practice (e.g. in group 
work and team meetings), and to include opportunities for group members to 
get to know each other and encourage them to share their feeling and respond 
considerately to each other.
The group generated numerous ideas and these were allocated to 
individuals to study further as we felt a collective need for theories and 
evidence to support our thinking. We fed our research back to the group and all 
ideas and various resources were received as valuable. We discussed and 
refined the ideas, which was a fairly long-winded process. On reflection, 
although the polite attitude of the group was encouraging, it may have been 
more constructive had we offered critiques on each others’ ideas and this may 
have given us more direction and focus within such a broad topic. I have 
observed the benefits that challenging other group members can bring during 
team meetings on placement and I feel it is valuable when done professionally 
and sensitively (so that it is not taken personally).
Our final idea was chosen by a unanimous vote, which further 
demonstrates the democratic attitude of the group and an absence of 
challenging each other. There was a sense of relief when the topic was chosen
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as this provided us with a clear direction and common goal (which arc factors 
that frequently occur in the literature about effective team working). We 
decided to focus upon the management of teams undergoing organisational 
change within the National Health Service (NHS), drawing upon MaybeN
(2008) six step model of successful change management, because this is 
contextually-appropriate within our ever-changing workplace and we are aware 
of the national drive for clinical psychologists to develop leadership skills 
(British Psychological Society, 2007). We found it helpful to draw upon our 
own experiences to inform our understanding of the topic and I feel this is a 
technique that may be beneficial for clients in practice.
Group Processes 
The group formed in the early stages of our training and everyone 
seemed fairly anxious, but also enthusiastic, at this time. I personally felt more 
comfortable in a smaller group and it suits my learning style as I find it less 
anxiety-provoking to contribute to discussions and it provides an opportunity to 
form closer peer relationships. Our group cooperated and communicated well 
throughout the process, and it consisted of fairly reserved members which I feel 
encouraged us all to contribute equally (although 1 am aware that this may not 
always be the case in practice, and difficult group dynamics may raise various 
ethical considerations). Group rules were not explicitly stated, but we 
implicitly listened to each other and were respectful. However, 1 feel the lack 
of rules may have had subsequent effects as we were very task-focused 
throughout the exercise and our chosen topic was not very personal compared 
to other groups. We collectively reflected upon this and decided to include 
space for reflections at the end of each session, which encouraged us to 
gradually bring more personal material. Additionally, the lack of rules may 
partly explain why we did not challenge each other and, having read up on 
group processes, a number of theories suggest that conflict is an important stage 
of group development (e.g. the “storming” phase of Tuckman’s (1965) model) 
and may have further enhanced our learning experience. In future practice, I 
feel it is important to be explicit about group rules so that the group develops
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and members feel comfortable discussing personal experiences. I have 
subsequently adopted this in a psycho-educational group that I am co- 
facilitating on placement.
With regards to group roles, we decided to rotate the formal roles of 
chair and scribe in each meeting so that we shared this responsibility. I feel this 
suited our group and everyone contributed equally to group discussions and 
tasks (and I was pleased with my personal contribution), which was a really 
positive experience. We collectively reflected that the presence of a facilitator 
had a huge impact on our group dynamics. Although it was initially helpful to 
be given some direction, in later sessions we all tended to contribute less when 
the facilitator was present. On reflection, I feel that this may have been due to a 
lack of clarity about the role of the facilitator in this novel task and a feeling of 
being evaluated. Additionally, some theories suggest that groups initially have 
feelings of dependency on the designated leader (Wheelan, Davidson & Tilin,
2003) and this may have hindered our independent working. Therefore, I feel it 
is important in future practice to be very clear about roles and expectations 
within groups.
The Presentation
Ideas for our presentation gradually emerged in a collaborative group 
discussion in which all members of the group contributed, and we 
diplomatically allocated equal roles. Interestingly, we chose to include role- 
plays, but we later reflected that we all feel quite uncomfortable “acting”. The 
reason for this was that role-plays suited our topic (i.e. we could illustrate 
unsuccessful and successful change management) and we felt it would be lively 
and interesting for the audience, but also partly because we were aware that 
role-plays would be a component of our course that was challenging for us and 
we wanted to confront it early on. We also incorporated moments of humour in 
order to build a rapport with our audience and also perhaps to break some of 
our own tension. This was received well by our peers but is a technique that I 
would be wary of using in presentations in practice as it may not always be 
contextually appropriate.
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I feel we were well-prepared for the presentation due to our task- 
focused approach, equal sharing of tasks and collective enthusiasm to 
contribute. However, I was anxious about presenting to the whole cohort and 
being evaluated, and there was a shared feeling of not wanting to let the group 
down. I also had concerns about the timing of our presentation but this was not 
shared by other group members. The presentation went well and I was pleased 
with my performance, which has increased my confidence for an upcoming 
presentation 1 will be giving at work. However, there were some minor 
problems, including a technical hitch which resulted in us running out of time. 
This made me reflect that it may have benefited the group if I had been more 
assertive about my earlier concerns, and this is a personal skill that I endeavor 
to improve. We received good immediate feedback from our peers and our 
subsequent formal feedback was also positive. I feel feedback is a valuable 
component and I try to include it regularly in therapy sessions to facilitate 
shared understanding and learning. We received constructive criticism about 
having utilised scripts during the presentation and I feel it may have been more 
engaging and professional had we all learnt it off-by-heart. Although this may 
be challenging and anxiety-provoking, I will strive to do this when presenting 
in the future.
Learning Outcomes
The PBL exercise was valuable on a number of levels as, in addition to 
gaining knowledge about theories of change, I also developed various 
transferable skills in the process (including teamwork, communication, 
independent research, organisation, and presentation skills) which was 
facilitated by the use of an adult learning model in which we played an active 
role in our own learning (Wood, 2003). It was interesting to conduct a task 
with peers as I feel we brought a wide range of experiences, cultural influences 
and diverse learning styles to the group and this enriched our learning.
I believe the task was well-positioned at the start of our training as it allowed us 
to integrate with our peer group and explore a novel way of learning together, 
and it also highlighted the importance of reflecting upon experiences in order to
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learn further from them which will be fundamental throughout the course. I 
utilised a reflective journal to facilitate this process and I found this helped me 
to express my thoughts so I will continue this throughout my training.
The PBL task was applicable to my placement experience in numerous 
ways. As I have previously mentioned: many of the skills have been directly 
applicable (e.g. presentation skills), my initial response to the task led to 
reflections upon how clients may feel in response to novel ideas and when 
faced with change, and reflections on our group processes related to the 
development of a psycho-educational group that I am co-facilitating on 
placement. Additionally, the trust in which I am based is currently undergoing 
an organisational change and, as I work across two teams with different 
leadership styles, I have been able to relate theory to practice and it resonates 
with my experience (although there are further complexities in practice). One 
of the teams has a stable manager who has been active throughout the process 
(in that there is good communication of information and a constant two-way 
feedback process) which has been a positive experience. However, the other 
team has had various managers and has not been as well-informed, so there is a 
feeling of uncertainty and this has resulted in heightened stress. I can learn 
from these experiences and utilise the successful leadership skills in my future 
practice within the NHS. 1 feel it is important to develop my leadership skills 
and I discussed this in supervision, acknowledging that there are various ways 
in which I can begin to do this (such as informal consultation to other staff 
members and leading a small group in developing a service user and carer focus 
group).
Furthermore, I have reflected upon my role within the PBL group and 
how this compares to my role in my teams on placement. Although there are 
significant differences in these experiences (i.e. in the latter, I am among 
professionals as opposed to peers, I am a new member of an established group, 
and there are implicit hierarchical roles), I would like draw on the confidence I 
had in contributing to my peer group and utilise this to contribute more in team 
meetings. I have identified this as an important learning point and have
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discussed ways in which I could develop this in supervision, acknowledging 
that 1 will have to approach topics sensitively as 1 am aware of various inter­
professional issues within my team.
Final Reflections 
To conclude, the PBL exercise (and subsequent reflections upon it) has 
been valuable in my development as a reflective and reflexive practitioner and 
it has allowed me to explicitly integrate learning from university and placement 
contexts. I believe that the process of reflection is an extremely important part 
of my development and, drawing upon Kolb’s experiential learning model, I 
feel that engaging in “reflective observation” suits my personal learning style 
(Kolb, 1984). In addition to developing professionally, I have also learnt about 
myself personally and I have identified areas in which I would like to improve 
my confidence but I am proud of how I responded to my anxieties and how I 
related to my peers within the PBL task.
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Introduction
A Problem Based Learning (PBL) exercise was presented to our 
Personal and Professional Learning Development Group (PPLDG) in the 
second year of our training. These tasks provide an opportunity to learn 
through the process of collaborating with peers in response to a “problem” and 
subsequent reflection upon this in light of further clinical experience on 
placement. This account will summarise my reflections, exploring what I have 
learnt and how this relates to clinical practice throughout. I will begin by 
describing the “problem” and our initial reaction and approach to this. Next, I 
will reflect upon our group processes in more detail, before discussing our 
presentation and the feedback we received. Finally, I will reflect further upon 
the task as a whole. I will write in first person throughout this account as 1 feel 
it allows the reader to identify with my personal thoughts, feelings and 
reflections. I have structured the account with the use of headings in order to 
make my ideas more accessible to the reader.
The “Problem”
The “problem” presented to us was a case scenario involving the “Stride 
family”. The three-year old twins had been placed in short-term foster care as 
they were believed to be at risk under the care of their parents following reports 
of emotional abuse and neglect. A large professional network was involved and 
we were requested to conduct a full risk assessment and to develop a 
rehabilitation plan for the children if this was deemed appropriate. There were 
a number of issues to consider, including those around child protection, parents 
with learning disabilities, and the impact of domestic violence.
My initial reaction was that the task seemed overwhelming due to the 
complexity of the issues and ethical dilemmas involved. I was aware of the 
huge implications of decisions such as these in clinical practice. This made me 
reflect upon how teams must feel when faced with these referrals and it raised 
my awareness of the emotional impact that these cases may have. I feel it was a 
valuable learning experience to explore these issues within the safety of a 
training exercise. On placement, I have subsequently been involved in an
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assessment of a teenager who has since been taken into foster care, and feel I 
had some preparation for this having grappled with these issues within the PBL 
task. I found it helpful to utilise supervision to reflect upon my experience 
further and explore the emotional impact.
Initially, our group shared our feelings in response to the task. This 
helped to relieve some of our anxieties and encouraged team bonding and 
collaborative working. This is important to consider in relation to clinical 
practice as it endorses the value of peer support and case discussion within 
teams. I have had mixed experiences of this on my current placement as I have 
valued reflecting with my peers in regular group supervision, but our team does 
not reliably meet as a whole so there have been limited opportunities to gather a 
multidisciplinary perspective within case discussions. The latter seems to have 
fragmented the team and individuals do not feel contained and feel increasingly 
stressed. This is an important learning experience and I endeavour to 
encourage peer support and regular team discussion in my future practice as a 
clinical psychologist. Furthermore, I would like to facilitate a forum for 
reflective practice. I experienced this in my previous placement and it 
encouraged group members to share their feelings amongst the team. I feel I 
have a personal strength in offering reflections within our PPLDG and 
encouraging this in others.
Our group approach to the task was to define the main issues and divide 
them between us to each do some background reading and share this with the 
group. We felt it was important that we were well-informed about the literature 
surrounding these complex issues (including theory, evidence, policy, and the 
legal framework), which involved a lot of reading but was deemed valuable for 
our clinical practice. This approach was fairly pragmatic and efficient and 
made the task feel more manageable. We collectively reflected that we have 
increasingly learnt to be “good enough” due to the many competing demands 
within training. I feel this is an important lesson to transfer to clinical practice, 
both to therapeutic work with clients and within teams.
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Once we felt more informed, we discussed the issues involved and 
began to consider how to tackle the “problem”. As a group, we were struck by 
the focus on professional views within the case study and the emphasis on 
deficiencies within the family. We felt strongly that the voice of the family was 
neglected and considered ways in which we could explore their views 
(including those of the parents, although ultimately remaining child-focused). 
We reflected that this may be an important role for clinical psychologists in 
practice and it corresponds with our values of empowering our clients and 
encouraging equality (thus respecting issues of difference and diversity). 
However, we were mindful that this would require sensitivity to the 
professional network and that ethical issues and tensions may arise, for example 
in the management of risk. A group member proposed the use of family 
sculpting (Byng-Hall, 1982) as a creative way to explore differing perspectives 
within the case study and consider the experience of family members (drawing 
upon information within the vignette and qualitative literature). This idea 
received consensus among the group and gave us a sense of excitement and a 
reduction in our anxieties as we had a clearer direction.
In response to the problem, our group gave recommendations, but did 
not come up with a clear answer as to what should happen next. Interestingly, 
none of the PPLDGs did. This was sufficient for the PBL task, but it is 
important to be mindful that clinical decisions need to be made in practice. I 
recently watched a documentary following a social work team (Mirzoeff, 2012) 
and this highlighted to me the pressure to make these huge decisions and the 
impact that this can have both professionally and personally. For me, this also 
raised inter-professional issues as, in my experience, it is typically social work 
colleagues who have accountability to make decisions around whether a child 
should be removed from its parents due to risk. I feel it is important for clinical 
psychologists to support their colleagues in this, whilst staying true to their 
values and sensitively challenging practice where helpful. This may include 
encouraging a position of “safe uncertainty”, in which there is continued 
curiosity, whilst keeping central the safety of the child (Mason, 1993).
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Group Processes
Although this task involved complex issues, I feel our group responded 
well to the challenge. Having worked together for over a year, our PPLDG has 
developed into a well-functioning team with good communication, close 
working relationships, and awareness of each other’s strengths and weaknesses. 
In my experience, teams in clinical practice are ever-changing, and it may be 
that this is not conducive to effective team working. Furthermore, building 
relationships among team members is often not prioritised due to the many 
demands in practice. With regards to Tuckman’s (1965) model of group 
development, I feel our group has certainly reached the “norming” stage (with 
established group rules) and are now at the “performing” stage in which we 
function autonomously and effectively. It is interesting to reflect on our group 
processes in this task compared to our first PBL task, which was presented to us 
at the beginning of our training. I personally felt less anxious in the current 
task, despite its complexity. This may be partly attributable to my increased 
confidence, but also to our improved group functioning. We have developed as 
a group in the areas identified during previous reflections, including our 
willingness to share emotions, personal information, and challenge each other 
so that the group is less task-focused and has a more enriching experience. This 
was facilitated by having clear boundaries within our group which are 
containing, and the introduction of a new facilitator who has been participative, 
open and explicit about her role. These are important considerations to put into 
practice when facilitating therapy groups.
Our PPLDG is an enjoyable group to work in as all members contribute 
equally (for example, we share the formal roles of chair and scribe) and we 
have respect for each other and our diversity of experiences, views, cultural 
influences, and ideas. I feel it is important to encourage this in practice when 
facilitating therapy groups and within teams. Although these values are 
endorsed in healthcare policy (e.g. Department of Health, 2007), I have had 
mixed experiences within multidisciplinary teams and have observed tensions 
in group functioning due to inter-professional issues and power hierarchies. It
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is important to reflect upon these in supervision and, where possible, within 
teams. In addition to our strengths, we have identified areas for development 
within our group. For example, we noticed that we only tend to bring positive 
feedback and would like to develop our skills in giving constructive criticism as 
this will be valuable for clinical practice. In my experiences on placement, this 
was modelled well by my previous supervisor, who gave both positive and 
negative feedback in a sensitive and professional manner. Conversely, I have 
observed another supervisor offer feedback more bluntly, and this has been an 
important learning experience as 1 feel this is less effective and can have a 
negative impact on working relationships.
I feel I contributed valuably to our group and have good teamwork 
skills. On reflection, I feel very comfortable within our PPLDG, and a pattern 
has emerged throughout my professional and personal life in which I thrive 
within an established group. This is positive, but I would like to continue to 
develop my skills and confidence in contributing within novel situations. I 
constantly face these challenges throughout training and I have learnt a great 
deal through reflecting upon them in supervision. The PPLDG has been a good 
arena to practice my skills (e.g. in chairing meetings and developing leadership 
skills) and increase my confidence so that I can transfer them into clinical 
practice. However, it is important to be aware of significant contextual 
differences between groups.
The Presentation
The PBL task culminated in a presentation of our findings to our peers, 
staff, and service users and carers. On reflection, I feel our group was more 
confident and less anxious than in our previous PBL presentation, and we coped 
well despite one group member being absent. This may be attributable to our 
developed group functioning. Additionally, we knew the majority of our 
audience (with the exception of the service users and carers, whom it was 
important to be mindful of), and thus were able to tailor the content of the 
presentation. We made it lively and interesting by using sculpts and videos as 
creative visual aids. We also incorporated humour, which was received well
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despite our initial concerns due to the sensitive nature of the topic. However, I 
feel this should be used with caution in practice and considered within context. 
On my current placement I had to deliver a presentation to an audience that I 
did not know, and I feel that these circumstances were not optimal as it was 
difficult to know where to pitch the presentation. However, it was a valuable 
learning experience because I feel I performed successfully when pushed out of 
my comfort zone.
I feel we delivered our presentation with confidence and we received 
good feedback, including that it was thoughtful and reflexive. The service 
users and carers in the audience contributed interesting ideas, which 
demonstrates the value of service user involvement in practice. It is my opinion 
that feedback is a vital component and I include it regularly in therapy sessions 
to facilitate shared understanding and learning. Following feedback from our 
previous PBL task, we decided to learn our presentation by heart. I was pleased 
with my performance and found this easier than expected, which I feel reflects 
the development of my presentation skills throughout training. Additionally, 
our group intended to rely less on “academic” content within the presentation, 
but we found ourselves increasingly including more information on our slides. 
As a group, we would like to challenge this in future, so that we utilise 
research, evidence and theory in our work but do not feel the need to present it 
all.
Final Reflections
To conclude, participating in this PBL exercise has been valuable for 
my clinical practice as I have developed my knowledge and skills in grappling 
with the complex issues involved in this case scenario and in working within a 
group. I was struck by how far we have come as a group since our first PBL 
task and hope we continue to improve through reflective practice. I have also 
developed a number of transferable skills (including skills in presenting, 
teamwork, and leadership) which are directly applicable to practice. In addition 
to professional learning, I have developed personally in tackling emotive issues 
with my peers (thus gaining a diversity of views) and my confidence in
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contributing to groups and presentations has increased. It is useful to practice 
skills within the safety of our PPLDG and then transfer these to clinical 
practice, and I have identified a number of areas in which I would like to 
continue to do this (such as giving feedback). I endeavor to prioritise peer 
discussions throughout my work in clinical practice as I have found this to be 
an enriching experience and it can help to contain anxieties in highly emotive 
situations. The process of writing this reflective account has allowed me to 
explicitly integrate learning from university with clinical practice and 
demonstrates the importance of being a reflective practitioner in order to 
continue to develop as an individual and as a group. Drawing upon Kolb’s 
experiential learning model, I believe that the process of “reflective 
observation” is an extremely important part of my development and facilitates 
my learning (Kolb, 1984).
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Summary 1
Throughout my first year as a trainee clinical psychologist, I 
participated in a Personal and Professional Learning Discussion Group 
(PPLDG) with a small group of my peers. Within this, we took part in a variety 
of tasks and were encouraged to reflect upon our personal and professional 
development in relation to clinical practice.
Within this process account, I reflect upon my experiences of the 
PPLDG, considering: the processes and development of the group, my 
contribution towards this, and how I developed both personally and 
professionally. I consider how this relates to my experiences on placement and 
how it has informed my understanding of clinical practice within the NHS 
(including reflections about building therapeutic relationships, facilitating 
therapy groups, and participating in reflective groups and multidisciplinary 
team meetings on placement). I use theory and research to support my 
reflections.
1 found the PPLDG to be a valuable experience as it was a supportive 
environment and an excellent forum for me to develop my skills and confidence 
in contributing to groups. I also welcomed a space devoted to reflection (both 
within the group and through the process of writing this account), as 1 feel this 
is an important part of learning and it allowed me to explicitly integrate 
learning from university and placement contexts and consider links to my future 
clinical practice.
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Summary 2
This account reflects on my participation within a Personal and 
Professional Learning Development Group (PPLDG) with my peers. It is 
written towards the end of my second year of training as a clinical 
psychologist, and reflects upon ideas presented in a previous reflective 
account.
Within this process account, I reflect upon my experiences within 
the PPLDG, including: the structure and content of the group; group 
processes and how these developed over the two years; and, my personal 
contribution to the group. I consider the impact o f this upon my clinical 
practice throughout the account, using theory and research to support my 
reflections.
I found participating in the PPLDG to be an enjoyable experience 
and felt we developed into a well-functioning team. This enabled me to 
develop my skills (e.g. in offering consultation), my self-awareness, and my 
understanding of group dynamics. We successfully developed our skills in 
challenging one another within the group and began to take risks, for 
example in offering more personal information to the group.
I consider the challenges our PPLDG may face in our final year of 
training. Our group was enthusiastic to continue our development by 
utilising the space to discuss more of our clinical work and reflect upon our 
emotional responses. I feel that the process of reflection is an extremely 
important part o f our individual and group development and I intend to 
continue to prioritise this in my future clinical practice.
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Year 1: Adult Mental Health Placement (October 2010 - September 
2011)
I undertook a year-long adult placement within two multidisciplinary 
Community Mental Health Teams (CMHT). These teams assess and treat 
adults of working age with a range of severe and enduring mental health 
difficulties within a recovery orientated framework. My clinical work 
included psychological assessments, risk assessments, neuropsychological 
assessments, formulation, and treatment. I worked with individual clients 
with a range of presenting difficulties, including: personality disorder, 
bipolar disorder, psychosis, anxiety, depression, OCD, ASD, eating 
disorders, self-harm, and issues of loss and adjustment. I utilised an 
integrative approach to treatment, incorporating ideas from CBT, ACT, 
schema therapy, psychodynamic theory, and DBT. I also co-facilitated a 
psychoeducational group based on the recovery model.
I attended a weekly staff reflective group, which was particularly 
valuable as the teams were undergoing a period of service redesign. I 
delivered team training on using the recovery star outcome measure. With 
regards to service evaluation, I conducted a service-related research project, 
which explored practitioners’ decision-making processes when referring 
internally to CMHT psychology. The findings were fed back to the teams 
for discussion. I also led a service user focus group in which individuals 
could offer feedback about the service they had received, and findings were 
summarised in a report and fed back to the team.
Year 2: Child Mental Health Placement (October 2011 - April 2012)
I worked within a community Child and Adolescent Mental Health 
Service, which was an integrated health and social care team. My clinical 
work included triage assessments, psychological assessments, risk 
assessments, observations, neuropsychological assessments and 
interventions. I worked with a diverse range of children and their families 
and particularly developed my communication skills (written and oral) and 
consultation skills through involving the systems around each child, 
including schools, families and other professionals. Presenting difficulties 
included: anxiety, depression, OCD, phobias, behavioural difficulties, ASD,
71
chronic pain, trauma, anger, and self-harm. I utilised an integrative 
approach, which was largely based on CBT and incorporated behavioural, 
systemic, attachment, narrative, and solution-focused ideas. I was able to 
observe specialist EMDR work and contribute to the family therapy team. I 
delivered a presentation on NICE guidelines for Autism and facilitated a 
team discussion about working towards implementing these.
Year 2: Older People Placement - split (April 2012 -  September 2012)
I worked in a CMHT for older people with moderate to severe 
mental health difficulties and their families and carers. This included 
individuals with a variety of presenting problems, such as: anxiety, 
depression, panic, GAD, psychosis, pain, loss, dementia, challenging 
behaviour, and many issues surrounding adapting to loss. I undertook 
assessments and interventions, and incorporated behavioural, CBT, systemic 
and narrative approaches. I also co-facilitated a cognitive stimulation group 
for people with memory difficulties and their carers. I contributed to the 
specialist memory clinic by conducting dementia screening assessments and 
neuropsychological assessments.
I also worked within a primary care physical health setting. My role 
was to offer brief psychological assessments and interventions and to 
contribute a psychological perspective within multidisciplinary team 
meetings, consultation, and teaching. I delivered the psychology component 
of groups for older adults who had experienced falls. I developed a leaflet 
for this service, and incorporated service user feedback within this.
Year 3: Specialist Placement in Paediatric Psychology (October 2012 -  
March 2013)
I undertook my specialist placement in a Paediatric Psychology team 
within a hospital. This team provided psychological input to inpatient and 
outpatient paediatric referrals across a range of presenting problems and I 
developed skills in the assessment and treatment of young people with acute 
and chronic illnesses. I worked with individuals with a range of presenting 
problems, including: toileting difficulties, diabetes, chronic fatigue, chronic 
pain, medically-unexplained symptoms, ADHD, vasovagal syncope, and 
anxiety regarding a medical procedure. It was valuable to use an integrative
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approach, incorporating ideas from behavioural, systemic, attachment, 
narrative, third-wave, and solution-focused approaches. I gained experience 
in liaising with the professional network through joint working and 
consultation regarding a number of my clients. I represented psychology on 
one of the wards and facilitated the weekly psychosocial ward meeting with 
the nursing team. I worked with inpatients that were referred, offering 
support to children and their families when adapting to a diagnosis, adhering 
to treatment, and recovering from an accident. I presented to the psychology 
team about a clinical case and my doctoral research.
Year 3: Learning Disability Placement (April 2013 -  September 2013)
I worked within a Community Mental Health and Learning 
Disability team, who work with adults with learning disabilities, challenging 
behaviour, and mental health difficulties. The clients had a range of levels 
of cognitive functioning and thus my communication was adapted 
accordingly. My clinical work included triage assessments, risk 
assessments, neuropsychological assessments, dementia screening, 
observations, functional assessments, psychological assessments, 
formulation and interventions with clients and the systems around them. 
This included teaching and consultation to staff within care homes. I also 
co-facilitated a recovery group and attended a service user research group. 
The main theoretical models used were systemic approaches, CBT, and 
psychodynamic thinking. The work was carried out within clinic, hospital, 
home and community settings. I developed my leadership skills by offering 
supervision to an assistant psychologist and teaching GPs and medical 
students.
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An exploration o f practitioners ’ decision-making processes when referring 
clients internally for psychological therapy in two Community Mental Health
Teams
Service Related Research Project
July 2011 
Year 1
Statement of Anonymity: Any details enabling identification of the service or 
individuals have been removed to ensure anonymity.
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Abstract
Objective: In a context of limited psychology resources nationally and locally, 
it is important to consider how resources are distributed. The current study 
explores practitioners’ decision-making processes when referring clients 
internally for psychological therapy in two Community Mental Health Teams, 
focusing on: reasons for referral, influencing factors, and satisfaction with the 
current referral process.
Design: An exploratory, descriptive research design was used. A questionnaire 
was developed and was conducted with individual participants in the form of a 
semi-structured interview. Quantitative data was analysed using descriptive 
statistics and qualitative data was used to augment these findings and explore 
issues further.
Participants: 18 practitioners from a variety of professional backgrounds 
participated in the study (a response rate of 78%).
Results: There was some agreement regarding suitable and non-suitable
reasons to refer, whilst others lacked consensus, and many factors were 
considered important to take into account. The findings highlighted much 
complexity in the decision-making process and it was ultimately felt that 
referral decisions should be individualised. There was variability in 
participants’ satisfaction with the current referral process and thematic analysis 
revealed that participants value the current flexible approach, but recognise a 
need for some standardisation.
Conclusions: The study raised awareness of complex decision-making
processes involved in the distribution of limited psychology resources locally. 
There are implications for team discussions regarding the issues that arose and 
recommendations for clearer referral guidelines, further teaching, and future 
research into this complex area, which may inform the wider literature.
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Introduction
The demand for psychological therapies has escalated following a 
growing evidence-base and popularity with service users (Department of 
Health, DOH, 2004) and there is increasing recognition of their use in the 
treatment of individuals with severe and enduring mental health difficulties 
(British Psychological Society, BPS, 2002). However, the literature suggests 
that there are insufficient resources available in the National Health Service 
(NHS) to meet demand and current provision is inconsistent (Denman, 2007; 
DOH, 2004). Although increasing access to psychological therapies is on the 
Government agenda (DoH, 2011), little progression has been made in 
increasing access for those with severe mental illness (Rethink, 2010).
Community Mental Health Teams (CMHTs) are multidisciplinary 
services which support adults with severe mental health difficulties in the 
community (DOH, 2002; Pugsley, Rees, & Dimond, 1996). Clinical and 
Counselling Psychologists are considered highly-trained, scarce resources 
within these teams and their role is increasingly varied in order to maximise this 
(BPS, 2007). However, they have an important role in providing individual 
psychological therapy for those with complex needs. Existing CMHT guidance 
is flexible, stating that psychological interventions are implicated depending 
upon individual patient’s needs and availability of resources (DOH, 2002). 
Despite early recommendations (Pugsley et al., 1996), there is surprisingly little 
research into how psychological therapy is distributed within CMHTs.
Research has found that the likelihood of referring varies between individuals 
and professional groups (Haywood, Rahman, Bruce & Huntley, 2011) but little 
is known about how referral decisions are made in practice (Kam & Midgeley, 
2006).
Research by Neilson and Hall (2002) investigated referral patterns 
within a CMHT and found that psychological therapy was mainly utilised for 
certain diagnostic categories, including Personality Disorder and childhood 
sexual abuse. However, this method did not elicit detailed information about 
practitioners’ decision-making processes when considering which clients to
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refer. Qualitative exploration has suggested that referral decisions are not 
reducible to diagnostic categories, but are made in terms of particular features 
of the individual, such as their motivation (Binks, Jones & Camic, 2009; Kam 
& Midgeley, 2006). Research by Haywood et al. (2011) found that a number of 
factors influence referral decisions and, as practitioners placed more importance 
on understanding the interventions that their colleagues could offer than 
national guidelines, suggests that this should be investigated in context.
Therefore, the current study aims to explore practitioners’ decision­
making processes when referring clients internally for psychological therapy in 
two local CMHTs. This arose following a recent survey which highlighted that 
the provision of psychological therapy did not meet the needs of service users 
locally (Harris, Williams, Fletcher & Harriss, 2010) and recognition that there 
is a lack of clarity about how referral decisions are made when distributing 
limited resources. Within the scope of this evaluation, the focus will be on 
individual therapy provided by CMHT psychologists. However, it is important 
to remain aware of complexities in practice, such as indirect work provided by 
CMHT psychologists and psychological interventions offered by other 
professions and specialist services.
Research Questions
The following research questions were developed through careful 
consideration of how best to meet the overall aims of the study:
1. For what reasons do practitioners refer to CMHT psychology?
2. What factors do practitioners perceive as important when considering 
whether to refer to CMHT psychology?
3. Are practitioners satisfied with the current referral process?
Method
Setting
The current study was conducted within two CMHTs in a mixed urban 
and rural area. Within both teams, care coordinators make decisions about 
whether to refer individual clients to CMHT psychology in consultation with 
the team psychologists. This is a fairly flexible, unstructured process, although
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there are general guidelines available on referring to psychology within the 
locality (Fleming, 2009). The study took place in a context of organisational 
change in which there was ongoing uncertainty about the future structure of the 
service. It was deemed valuable to sensitively explore practitioners’ views of 
current practice to inform impending changes.
Participants
All practitioners within the two CMHTs who refer to Psychology were 
invited to participate (^=25). Due to time constraints and the complex nature of 
applied research, a convenience sample was used and practitioners that were 
willing and available took part in the study. The sample included 18 
participants (a response rate of 78%), which represented nine practitioners from 
each team and all professional backgrounds (i.e. five Community Psychiatric 
Nurses, two Psychiatrists, nine Social Workers, and two Occupational 
Therapists).
Ethical Considerations
Ethical issues were considered and participants were informed of these 
before they took part in the study (see Appendix A). This included that their 
participation was voluntary and that they were giving their consent by 
participating in the study. They were also informed of their right to withdraw 
and made aware that their data would be treated with full confidentiality and 
would remain anonymous in the write-up.
This research was considered a service evaluation and no external 
ethical approval was required, but the project was agreed with senior members 
of the team, the Trust (see Appendix B), and the university.
Design
This study used an exploratory, descriptive research design, which was 
selected to suit the research questions and preferences of the service. Mixed 
data collection methods were employed and a questionnaire including both 
open and closed questions was developed. This was conducted with each 
participant in the form of a semi-structured interview in order to enhance 
participation and engagement and encourage qualitative comments. The
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inclusion of closed questions had the primary aim of generating descriptive 
statistics that would contribute to an overall description of the perceptions of 
the group. The inclusion of open questions allowed in-depth qualitative data to 
be generated in order to: add context and meaning to the findings; explore 
participants’ views further; and capture new ideas.
Measures
The questionnaire schedule was developed iteratively based on previous 
literature and discussions with the team psychologists. Areas covered by the 
questionnaire include: practitioners’ previous experiences of referring to 
CMHT psychology; practitioners’ agreement with reasons to refer, derived 
from previous referral forms and research (Haywood et ah, 2011; Kam & 
Midgeley, 2006); practitioners’ perceived importance of factors that influence 
referral decisions, generated from local referral guidelines (Fleming, 2009) and 
previous research (Binks et ah, 2009; Haywood et ah, 2011; Kam & Midgeley, 
2006); practitioners’ satisfaction with the current referral process; and, 
practitioners’ overall reflections on referring to CMHT Psychology.
Three practitioners were selected via convenience sampling to pilot the 
measure for usability, relevance and timing. Their responses were included in 
the study as no major changes were made to the final version (see Appendix A). 
Procedure
The study was introduced in team meetings and interview times were 
arranged with willing practitioners on an individual basis. Within the 
interviews, the introduction to the research was discussed with participants and 
they had the opportunity to ask questions. The interviewer then followed the 
questionnaire schedule, prompting for further information where it may 
enhance understanding. The interviewer acted as a scribe and directly recorded 
the answers given. Interviews took 15 to 30 minutes to complete.
Questionnaire responses were collated and quantitative data was entered 
onto SPPS Version 18. Qualitative comments were coded using content 
analysis (Elo & Kyngas, 2008) and categories that occurred frequently will be 
presented to augment the findings (see Binks et ah, 2009). Participants’ overall
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reflections were analysed using thematic analysis, following guidelines 
developed by Braun and Clarke (2006). A realist position was adopted in order 
to directly represent participants’ experiences and meanings. Themes were 
gathered inductively using a semantic approach and were established if they 
were deemed to capture something important and were evident on numerous 
occasions.
Findings were written up and distributed to staff in both teams. They 
were presented to staff for discussion in a team development meeting on 10^  ^
August 2011 (see Appendix C for presentation handout and Appendix D for 
acknowledgment of the feedback).
Results 
Reasons for Referral
Figure 1 presents participants’ agreement with possible reasons for 
referral. Reasons that showed consensus were: deep-rooted issues, 
psychometric assessment, and certain issues/disorders/approaches. The latter 
was explored further and Table 1 presents the main themes that occurred when 
participants were asked what issues/disorders they would refer to CMHT 
psychology. However, many participants commented that decisions are not 
reducible to simple categories and should be individualised (“fr all depends on 
the individuar).
Consensual reasons against referring were to increase engagement and 
request by the carer. There was variation in agreement with other reasons. 
Qualitative comments elucidated that there were often similarities in the 
decision-making process irrespective of the conclusion, such as gaining a 
variety of perspective before deciding whether to refer when feeling stuck with 
a client. However, some interesting issues arose, such as variation as to 
whether participants perceived a client’s request to be an appropriate reason as 
it shows motivation or whether they felt this should be a professional decision.
Additional reasons that were proposed include the client having found 
therapy helpful in the past and characteristics of the therapist.
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Figure 1: Stacked bar chart to show participants’ agreement with possible 
reasons to refer.
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Table 1
Issues/disorders fo r  which Participants would Refer to Psychology
Theme Number of participants reporting this theme
Past abuse 12
OCD 11
Personality issues 11
PTSD 7
Deep-rooted issues 5
Problematic behavior 5
Interpersonal difficulties 5
Negative/depressive thinking patterns 5
Severe anxiety 4
Low self-esteem 3
Emotional difficulties 3
Schizophrenia 1
85
There was a large variation in the number of past referrals reported to be 
made by participants in the last two years, ranging from 0 to 25, and the 
average was fairly low (median=1.5). This varied considerably by professional 
role. Content analysis revealed that the most consistent preventing factors 
were: limited resources (10 participants), uncertainty due to ongoing 
organisational change (6 participants), uncertainty about where to refer (5 
participants) and being new to the team (3 participants).
Factors to Consider when Making Referral Decisions
Participants were asked to rate the importance of a number of factors on a 
Likert scale from “not at all important” (1) to “very important” (10). The 
findings are presented in Table 2. Many factors were deemed important to 
consider. Motivation was considered most important and insight least 
important, with many participants commenting that the latter ''can be gained 
through therapÿ\
Although average importance ratings of many items were similar, 
responses varied between participants. This was apparent for some more than 
others, suggesting less consensus (e.g. available resources).
Table 2
Participants ’ Perceived Importance o f Factors when Considering Whether to 
Refer
Factor Range Median
Motivation 6-10 9
Insight 3-10 6.5
National guidelines 5-10 7
Stability (i.e. major needs met) 4-10 7
Substance misuse 5-10 8
Available resources 2-10 8
Ability to engage 5-10 8
Ability to access 4-10 8
Antisocial/criminal behavior 2-10 7
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Satisfaction with the Current Referral Process
Participants were asked to rate their satisfaction with aspects of the
current referral process on a 5-point Likert scale from “strongly disagree” (1) to 
“strongly agree” (5). As shown in Figure 2, the three satisfaction dimensions
assessed were: sufficiency of knowledge about psychological therapy (range 2- 
5; median 4); availability of guidance (range 1-5; median 3); and, satisfaction 
with the referral process (range 1-5; median 4).
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Figure 2: Stacked bar chart to show participants’ satisfaction with the current 
referral process.
Thematic analysis of participants’ overall comments about referring to 
CMHT psychology identified two major themes: perceived value of psychology 
within the team, and uncertainty about current referral guidance. Table 3 
provides a summary of themes and sub-themes supported by illustrative 
quotations.
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Table 3
Themes Identified in Thematic Analysis o f Participants ’ Overall Comments 
Major theme Sub-themes
Perceived value Accessibility
of psychology “I  appreciate having access to the team psychologists so I  can
within the team discuss the appropriateness o f a referral”
Value of psychologists’ consultative role
“Psychology is a highly valuable part o f the team, particularly in 
providing support and consultation ”
Appreciation of the flexible approach to referring 
“I think the informality o f the referral process works well”
Uncertainty about Lack of awareness of formal guidance
current referral “/ ’m not aware o f any formal guidance ”
guidance Recognition of variability among practitioners in referring
“I  feel referrals vary among team members; some are more 
psychologically-minded”
Demand for clearer formal guidance. However, there was a noted 
tension between standardisation and flexibility in the referral process. 
“I  would like more formal guidance, but this to continue to be a 
flexible process ”.
There were additional comments concerning the need for increased 
psychology resources as limited resources can prevent referral, and a general 
curiosity to learn more about psychological therapies.
“We need more resources as we haven't had enough psychology input for  
a long time and it means we have to prioritise and think o f alternatives for  
some clients ”
“It would be helpful to have a workshop on the referral process and 
different psychological therapies. ”
Discussion 
Reasons for Referral
There was some consensus among practitioners regarding suitable and 
non-suitable reasons to refer to CMHT psychology. There has been limited 
previous research, but the finding that deep-rooted issues were considered 
appropriate is in accordance with research by Haywood et al. (2011). With 
regards to suitable issues/disorders, past abuse and personality issues were 
among the most common, as in caseload research by Neilson and Hall (2002). 
Schizophrenia was not a common reason given, despite recommendations in 
national guidelines (e.g. National Collaborating Centre for Mental Health, 
NCCMH, 2009), and it would be interesting to explore this further. There was 
variation in agreement with other reasons, although qualitative data elucidated 
some similarities in the decision-making process. It also highlighted much 
complexity as a number of issues arose. Ultimately, practitioners felt that 
decisions should be individualised, which is consistent with previous research 
(Kam & Midgeley, 2006).
Factors to Consider when Making Referral Decisions
Practitioners perceived many factors important to consider in the 
decision-making process. The client’s motivation was considered most 
important, which is in accordance with previous research (Binks et ah, 2009; 
Kam & Midgeley, 2006). Interestingly, national guidelines were considered 
more important than in research by Haywood et al. (2011), although 
participants did comment that this can be difficult in practice. There was 
considerable variation between practitioners, which further highlights the 
complexity of the decision-making process.
Satisfaction with the Current Referral Process
Practitioners were mostly satisfied with their sufficiency of knowledge 
about psychological therapy, although qualitative data suggests that there is a 
general curiosity to learn more. There was variability among practitioners with 
regards to their satisfaction with the availability of guidance. Further 
exploration elucidated that there are limitations in the current formal guidance
and there may be individual variations in the decision-making process. 
Practitioners valued the current flexible approach to referring, but recognised 
the need for standardisation to facilitate a more equitable system for distributing 
limited resources. There were varied responses to overall levels of satisfaction 
of the referral process and it would be interesting to explore these differences 
further.
Strengths and Limitations
The current study investigated a localised process in context and so 
findings are applicable to the service, but not easily generalisable due to service 
variations. Notably, the study was conducted across two teams. Although there 
are many similarities between the teams (and there were no obvious differences 
when eyeballing the data), contextual variations may have impacted upon 
findings and these will be considered in team discussions. The views of all 
practitioners were sought and there was a good response rate. However, not all 
practitioners participated and so this was not fully representative and there may 
have been sampling bias. The use of semi-structured interviews served to 
increase participation and engagement. However, there may have been 
researcher effects as the interviewer/scribe was a member of the team.
The study’s design was chosen to fit its exploratory aims and enable the 
information that the service requested to be gathered. However, the measure 
was generated inductively and thus is not validated. Mixed methods served to 
complement each other and qualitative analysis elicited rich data and interesting 
themes. However, these are presented in limited detail due to space constraints. 
The themes were grounded in the data, as demonstrated by quotations and 
cross-checking, but they were generated by one researcher and so the 
researcher’s preconceptions were considered explicitly to enhance transparency 
and reduce subjectivity. The researcher is a Trainee Clinical Psychologist and 
thus values psychology, but came from a position of genuine curiosity. 
Recommendations
The points that have been discussed generate ideas to improve and 
extend the present study. The likelihood of referring was found to vary
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between individuals and professional groups, which is consistent with previous 
research by Haywood et al. (2011). It may be interesting to further explore the 
differences between these individuals/groups and reasons that prevent referral. 
Further research could also consider service-user input into decisions, indirect 
work provided by CMHT psychologists, and referral to psychological 
interventions offered by other professions and services. Additionally, 
considering the complexities that arose in the decision-making process, it may 
be that future research could utilise a more in-depth descriptive method, such as 
the think-aloud technique in combination with protocol analysis (Lundgrén- 
Laine & Salantera, 2010).
The current study highlighted the value that practitioners place on 
psychology within the team and the need for increased psychology resources, as 
indicated by previous literature. Possible clinical implications include; the 
development of clearer local referral guidelines (and subsequent service 
evaluation of these), further teaching on psychological interventions, and team 
discussions regarding some of the issues that arose. There are also wider 
implications in raising awareness of how limited psychology resources are 
distributed within CMHTS.
Conclusion
The present study explored practitioners’ decision-making processes 
when referring clients internally for psychological therapy in two CMHTs. It 
raised awareness of issues involved in the distribution of limited psychology 
resources locally. The findings were informative and provided suggestions for 
the improved delivery of services in a context of change, such as the 
development of more standardised referral guidelines. However, the 
complexity of the decision-making process was highlighted and a number of 
interesting issues arose, which suggests that this area warrants further attention 
in team discussions and consideration in future research, which may inform the 
wider literature.
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Appendix A: Questionnaire 
Internal Referrals to CMHT Psychology
Introduction
I am a Trainee Clinical Psychologist and, as part of my course, I am conducting 
a small research project and I would like to invite all staff at XXX CMHT and 
XXX CMHT to participate.
I am exploring practitioners’ decision-making processes when considering 
which clients to refer to psychology within the team. There is a lack of research 
investigating the distribution of limited psychology resources to those with 
severe and enduring mental health difficulties and so this is an interesting area 
to explore.
The following questions ask about previous referrals you have made to CMHT 
psychology in the past two years, reasons that you would consider appropriate 
to refer to CMHT psychology, your perception of factors that should be taken 
into consideration when making these decisions, and your satisfaction with the 
current referral process. The questionnaire should take around 15 to 30 minutes 
to complete and will be conducted as a semi-structured interview.
Your participation in this research is voluntary. If you answer the following 
questions, you are consenting to take part in the research. However, you can 
contact me at XXX before if you would like to withdraw. I am
interested in your views and there are no right or wrong answers. Responses 
will be treated as confidential and will be stored securely. They will be collated 
and written up in a final report, but no identifying information will be included 
and data will remain anonymous. Once the data has been collated and 
analysed, the findings of the study will be distributed and shared at a team 
meeting.
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Please ask me any questions if anything is unclear or you would like further 
information.
Many thanks for your participation in this research.
Professional role: □  Community Psychiatric Nurse
□  Psychiatrist/medical
□  Social worker
□  Occupational Therapist
□  Other {Please state)
1. The following questions ask about previous referrals you have made to 
CMHT psychology within the last two years, 
la. Approximately how many referrals have you made to CMHT Psychology 
within the last two years? 
lb. If applicable, what are the main reasons that you have referred clients to 
CMHT Psychology within the last two years?
Ic. Please state any factors that have prevented you from referring to CMHT 
Psychology within the last two years.
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2. Below are a number of reasons that one might refer to CMHT Psychology. 
Please indicate by ticking yes/no whether you feel this is an appropriate reason 
to refer. There is space for additional comments to further discuss your answer.
Yes No
1 am stuck with a client and want to gain a different perspective.
The client is not responding to medication.
The client has deep-rooted issues that are deemed important to work on.
I would like to increase a client’s willingness to engage with the service.
The client has requested psychological input.
The client’s family/carer has requested psychological input for the client.
1 feel the client would benefit from a psychometric assessment.
The client has a certain issue that lends itself to psychological therapy. 
Please state issue/s.
The client has a certain disorder that I feel is likely to benefit from 
psychological therapy.
Please state disorder/s.
I feel the client would benefit from a particular psychological approach. 
Please state approach/es.
Please state any additional reasons that you might refer to CMHT Psychology.
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3. The following questions ask about your perception of factors that should be 
taken into consideration when deciding whether to refer to CMHT Psychology. 
Read the statements below and rate each items from 1 to 10 to indicate the 
importance of each factor within the decision-making process. 1 indicates that 
you do not perceive the factor to be important at all, 5 indicates that you 
perceive the factor to be quite important and 10 indicates that you perceive it to 
be a very important factor.
There is space for additional comments to further discuss your answer.
3a. It is important that the client is motivated for psychological therapy.
3b. It is important that the client has insight in to their difficulties.
3c. It is important to consider treatment recommendations in National 
guidelines.
3d. It is important that the client is stable (i.e. their other major needs are being 
met).
3e. It is important to take into account whether the client misuses substances.
3f. It is important to consider whether there are sufficient resources for the 
client to be seen.
3g. It is important that the client is able to engage in psychological therapy.
3h. It is important that the client is able to access psychological therapy (e.g. get 
to the clinic, available on days when the psychologist works).
3i. It is important to take into account whether the client engages in 
antisocial/criminal behaviour.
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3h. Please state any additional factors that are important to consider.
4. The following questions ask about your satisfaction with the current 
process of referring to CMHT Psychology. Please read the statements below 
and circle the number that best describes the extent to which you agree.
The key below identifies what each number stands for:
Definitely Partly disagree Neither agree Partly agree Definitely agree
disagree
1
2 nor disagree 
3
4 5
There is space for additional comments to further discuss your answer.
4a. I feel I have sufficient knowledge about the types of cases that may benefit 
from psychological therapy/what psychological therapy may involve.
1 2 3 4 5
4b. I feel there is enough guidance available on when to refer a client to CMHT 
psychology.
1 2 3 4 5
4c. I am satisfied with the current process of referring to CMHT psychology.
1 2 3 4 5
5. Do you have any overall comments about referring to CMHT Psychology?
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Appendix C; Feedback to Service - Presentation Handouts
Research Project: An exploration of practitioners’ decision-making processes when 
referring clients internally for psychological therapy in two Community Mental
Health Teams (CMHTs)
Rationale
• In a context of limited psychology resources nationally (Department of 
Health, DOH, 2004) and locally (Harris, Williams, Fletcher & Harriss, 
2010), it is important to consider how these are distributed.
• The current study explored how practitioners’ deeide which clients to refer 
for psychological therapy within two CMHTs.
Method
• 18 participants were interviewed (nine practitioners from each team)
Findings
Reasons for Referral
Table 1
Issues/Disorders that Practitioner’s Would Refer to Psychology
Theme Number o f participants reporting this theme
Past abuse 12
OCD 12
Personality issues 12
PTSD 7
Deep-rooted issues 5
Problematic behavior 5
Interpersonal difficulties 5
Severe anxiety 5
Negative thinking patterns 3
Low self-esteem 3
Emotional difficulties 3
“Stuck” depression 3
Schizophrenia 1
Bereavement/loss 1
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However, practitioners ultimately felt that referral decisions are not reducible to 
simple categories and should be individualized (which is consistent with
previous research by Kam and Midgeley, 2006).
:o
1? 4 
1^0
0
ni I
y  y
Renpnii for lefiennl
Fzgwre 7.' Participant’s agreement with a number of possible reasons to refer, 
which were derived from previous referral forms and research.
I " N o  
D Yes
Qualitative data highlighted much complexity in the decision-making process
and a number of interesting issues arose.
Additional proposed reasons for referring were:
• The client found therapy helpful in the past
• Characteristics of the therapist.
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Factors that may Influence Referral Decisions 
Table 2
f  Factors may R ^ rra/
Dgc/.szoMJ, w/z/c/z were Ge/zera/eafyro/zz jLoea/ R ^rrar/ Gz/We/zzzej azzc/ F*revzozz5^  
Re.searc/z
Factor Range Average importance (/lO)
Motivation 6-10 9
Insight 3-10 6.5
National guidelines 5-10 7
Stability (i.e. major needs met) 4-10 7
Substance misuse 5-10 8
Available resources 2-10 8
Ability to engage 5-10 8
Ability to access 4-10 8
The most consistent factors preventing referral were: limited resources (10 
participants); uncertainty about organisational change (6 participants); 
uncertainty about where to refer (5 participants); and, being new to the team (3 
participants).
Satisfaction with the Current Referral Process
15
10
DSti oiialy asa ec 
B Asti-ee
SMiethei agree nor disasi ee 
#D:sagi ee
■ S ti oi lalv d isasa ce
Knowledge Guidance Sfitiïîîaclion
F'zgzzrg 2." Participants’ satisfaction with the current referral process including: 
sufficiency of knowledge about psychological therapy (range 2-5; average 4); 
availability of guidance (range 1-5; average 3); and, satisfaction with the 
referral process (range 1-5; average 4)
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Overall Comments on the Current Referral Process
• Practitioners value the accessibility of psychology within the team,
• Practitioners value the availability of support and consultation
• Practitioners value the flexible approach to referring
• There is a lack of awareness about current formal referral guidance
• Practitioners recognised that there is variability among individuals in 
referring and that there may be a need for clearer formal guidance to 
facilitate a more equitable system for distributing resources
• Practitioners felt that increased psychology resources are needed as limited 
resources can prevent referral
• Practitioners want to leam more about psychological therapies
Conclusions
This study informed the service about how practitioners use limited psychology 
resources within the teams. The complexity of the decision-making process 
was highlighted and a number of interesting issues arose, which suggests that 
this area warrants further attention in team discussions and consideration in 
future research.
There are possible clinical implications for:
• The development of clearer local referral guidelines (and subsequent 
service evaluation of these)
• Further teaching on psychological interventions
• Team discussion regarding some of the issues that arose e.g. the degree 
of standardisation/flexibility in referral guidance and how this might 
look given the context of organisational change (DOH, 2010).
If you would like any further information about this research, please do not 
hesitate to contact me:
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Abstract
Objective: The transition to university can be considered a challenge, and it is 
important to explore factors that promote wellbeing. As individuals move away 
from home and form new relationships, one such factor is the attachment 
system. A secure attachment style has consistently been associated with higher 
wellbeing. More recently, research has also found that the transfer of 
attachment functions from parents to peers is linked to wellbeing. This research 
investigates associations between attachment style, the transfer of attachment 
functions, and subjective wellbeing (SWB) during the transition to university. 
Design: This study adopted a cross-sectional design. Participants completed an 
internet-based survey containing self-report measures.
Participants: 179 first-year undergraduate students at a university in the South 
of England participated in the study.
Results: The study gave empirical support for the sequential hypothesis of 
attachment transfer (i.e. that individuals transfer the functions of proximity- 
seeking, safe haven, and secure base in a step-wise fashion). Lower attachment 
anxiety and avoidance were found to be related to higher SWB. The transfer of 
attachment functions was also related to higher SWB, and a particularly strong 
association was found between having two or more attachment functions 
remaining with parents and lower wellbeing. However, the results offered little 
support for the hypothesis that the transfer of attachment functions is a 
significant mediator of the relationship between attachment style and SWB. 
Ideas for future research are suggested which may help to elucidate these 
complex associations.
Conclusions and Implications: This research advances theoretical
understanding of normative processes within adult attachment theory during 
this particular developmental stage. It has practical implications for clinical 
psychologists and higher education institutions in supporting students during 
the potentially challenging transition to university in order to promote 
wellbeing.
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Introduction
Commencing university can be considered an exciting, yet challenging, 
transition. Individuals are faced with many new social and academic 
opportunities but also with a number of potential stressors as they adjust to the 
demands of a new environment (Fisher & Hood, 1987). There are individual 
differences in how students respond to this, and some may struggle to adapt. 
Research by Fisher and Hood (1987) identified that students showed elevated 
levels of psychological distress following the transition to university. This may 
place them at risk of mental health difficulties (Cleary, Walter & Jackson,
2011). However, other students adjust well and thrive. Therefore, it is 
important to investigate factors that are associated with students’ wellbeing 
during this period, thus taking a positive psychological perspective (Lopez, 
2009). Many individuals move away from their family and friends at home and 
form new relationships at this developmental stage and during this transition, 
and so one such factor affecting wellbeing may be the attachment system 
(Stewart & Podbury, 2003). Attachment theory has been proposed as a 
particularly useful framework to explore students’ experience of this transition 
as it may elucidate how an individual deals with life events and their ability to 
form new relationships and satisfy key psychological needs (Carr, Colthurst, 
Coyle & Llliot, 2013).
This introduction will describe the transition to university and outline 
some of the potential challenges and opportunities at this stage. Risk of mental 
health difficulties during this period will be discussed and the promotion of 
wellbeing considered, including how this can be conceptualised and measured. 
The focus will then be upon attachment theory. The original theory proposed 
by Bowlby (1969) will be described, before findings from adult attachment 
research that are relevant to this study are explored (Zeifman & Hazan, 1997). 
This includes consideration of individual differences in attachment style, the 
normative processes involved in forming new attachment relationships, and the 
impact of these on wellbeing. Previous research into the transfer of attachment
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functions from parents to peers during the transition to university will be 
reviewed and critiqued in order to explain the rationale for this study.
The Transition to University
A high proportion of young adults enter higher education, particularly in 
Western society. This includes universities and colleges, but will be referred to 
as “university” throughout this paper for consistency. The prevalence of going 
to university in the United Kingdom (UK) has risen in recent years and this 
group is becoming more socially and culturally diverse (Royal College of 
Psychiatrists, RCP, 2011). Statistics suggest that there was a total of 1,928,140 
undergraduate students in the UK in 2011/12 (Higher Education Statistics 
Agency, HESA, 2011/12), although such figures become rapidly outdated as 
the situation is ever-changing. For example, a recent increase in university fees 
may have an impact upon the prevalence of going to university. Young adults 
often move away from their friends and family in their home environment to 
attend university. However, they typically return home during university 
holidays and after university and so they are generally not perceived to have 
“left home”. There is variability in how individuals adapt to this experience, 
and there are considerable rates of dropout from university (Mattanah, Lopez & 
Govern, 2011). Therefore, it is important to explore factors associated with 
successful adjustment.
Developmental stage
It is necessary to consider the developmental stage at which the 
transition to university takes place, as many changes are likely to happen 
regardless of whether or not an individual goes to university. Although 
development is heterogeneous, this period of late adolescence/early adulthood 
is typically one at which individuals are in the process of gaining independence 
and developing autonomy. It has been suggested that adolescence is extended in 
Western society and this period has been termed “emerging adulthood” as 
individuals gain independence but often do not yet have the stability of jobs, 
housing, and relationships (Mattanah et al, 2011). This allows freedom for 
exploration, but also involves a number of challenges. Lrikson’s (1968) theory
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of psychosocial development highlights that individuals are moving from a 
stage at which the focus was on gaining independence and developing their 
identity into a stage at which they are navigating the challenges of balancing 
intimacy and isolation. Within this, they explore longer term relationships with 
new people. When successful, this can lead to a sense of commitment, safety, 
and care within a relationship. This all occurs within a social context. This is an 
important period for wellbeing and there are both immediate and long-term 
effects. Attachment theory is relevant to consider at this time of separating from 
one’s family and forming new relationships, although it should be recognised 
that the attachment system is one of many factors that contribute to adult 
relationships (Hazen & Shaver, 1994). Further, Lopez (2009) proposes that 
attachment style may be the scaffolding of wellbeing.
Potential opportunities and challenges
Commencing university can be considered a major life event as there 
are many changes involved in adjusting to the demands of a new environment 
(Fisher & Hood, 1987). The experience of going to university allows 
individuals to develop independence and can provide many exciting 
opportunities for academic progression and social development. However, 
there are also a number of potential stressors involved (Cleary et al., 2011).
Increased independence may be associated with additional 
responsibilities for an individual in managing their own finances, living 
arrangements, and monitoring their physical and mental health. It may also 
allow opportunities for increased risky behaviours, such as substance use, 
abnormal eating patterns, sexual activity, and poor sleep patterns. Additionally, 
there are many academic demands associated with entering higher education as 
different methods of learning are employed and individuals are expected to 
exercise increased autonomy (RCP, 2011). Further, an individual may need to 
negotiate a number of social and relational demands as they move away from 
their friends and family at home and settle in to living in a new place with new 
people. Thus, the transition from home to university is an example of a
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normative transition where an individual’s attachment relationships may be 
under “threat”.
Risk of mental health and the promotion of wellbeing
Research has shown that there is a high prevalence of mental health 
difficulties in young adults between the ages of 18 and 25 and that this is a 
period of risk for the onset of such difficulties (RCP, 2011). This includes 
schizophrenia, eating disorders, and other common mental health difficulties 
such as depression and anxiety. The student population may be particularly 
vulnerable to developing mental health difficulties due to the numerous 
potential stressors described, which may precipitate the onset of a psychiatric 
disorder or exacerbate pre-existing difficulties (Cleary et al., 2011). Research 
has shown that students have elevated levels of stress and sub-clinical 
difficulties. For example, Fisher and Hood (1987) revealed an increase in 
students’ psychological distress following the transition to university, 
particularly for depressive and obsessional symptoms. This demonstrates that a 
major life-event, even if it is associated with exciting opportunities, may have 
adverse effects on psychological functioning. Furthermore, as this is a crucial 
stage in an individual’s development, difficulties may potentially have long­
term effects (RCP, 2011).
It is difficult to estimate the prevalence of mental health difficulties in 
the university population. Studies have found widely discrepant figures, which 
may partly be due to differences in how mental health difficulties are defined. 
However, it seems that prevalence rates are rather high and are increasing 
(summarised in a report by RCP, 2011). For example, a study by Monk (2004) 
found that 52% of a cohort of students scored above the clinical cut-off on a 
screening tool for psychiatric difficulties, compared to the norm of 30% for the 
general population. However, this was a relatively limited sample and the 
research would be improved if the researchers had used a control group, as 
opposed to comparing to general norms. Nearly all higher education 
institutions offer counselling services to students but it seems that demand 
currently outweighs resources. A recent survey in the UK indicated that
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approximately 4% of university students are seen by counsellors each year for a 
wide range of emotional and psychological difficulties (RCP, 2011).
There are individual differences in the response to the transition to 
university and some may find this a positive experience. Therefore, it is 
important to consider factors that are associated with wellbeing during this 
stage. Protective factors identified in previous research include the 
development of a social network, relationships with peers, and a relationship 
with a romantic partner. Other proposed protective factors include: religious 
affiliation, high self-esteem, physical activity, and problem-focused coping 
(RCP, 2011).
Subjective wellbeing
In exploring the promotion of wellbeing among students, it is necessary 
to consider how this is conceptualised and measured within research.
Wellbeing was defined by the World Health Organisation (1948) as “a 
complete state of physical, mental and social wellbeing and not merely the 
absence of disease or infirmity” (cited in McDowell, 2010). Wellbeing has 
been conceptualised as either “hedonic” or “eudemonic” in previous literature 
(Dodge, Daly, Huyton & Sanders, 2012). Hedonic wellbeing refers to 
subjective wellbeing (SWB), which consists of happiness, experiencing positive 
affect, low negative affect, and satisfaction with life across various domains. 
The eudemonic tradition highlights positive psychological functioning, personal 
growth, and contributing to others. This study will utilise SWB as an indicator 
of wellbeing as this is a useable definition and its measurement is fairly well 
developed in comparison to the eudemonic concept (Pavot & Diener, 2008).
There is debate regarding the definition and conceptualisation of SWB 
and it is largely a subjective and relative construct (McDowell, 2010). Current 
theoretical and empirical literature suggests that SWB consists of three 
components: an individual’s global cognitive evaluations of their satisfaction 
with life, their experience of positive affect, and the absence of negative affect 
(Dodge et al., 2012). These three components are considered to be distinct but 
related elements, thus all are used within measurement. This can be referred to
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as the Tripartite Model and has gained wide acceptance (Pavot & Diener,
2013). Studies generally show self-reported SWB to be reliable and valid 
(Pavot & Diener, 2008).
Overview of Attachment Theory
Attachment theory has been proposed as a particularly useful framework 
to explore students’ wellbeing during the transition to university (Carr et al., 
2013). The theory was initially formulated by Bowlby (1969), who proposed 
that individuals have an innate tendency to form strong, enduring emotional 
bonds with significant others and that this characterises humans “from the 
cradle to the grave” (Bowlby, 1979, p. 129). An infant attaches to its primary 
caregiver very early in life. It is suggested that this bond serves unique and 
essential functions and that it is formed for protection and safety in order to 
maximise the infant’s chance of survival. The functions of an infant’s 
relationship with its primary attachment figure are qualitatively different from 
other relationships. The relationship is characterised by: “proximity-seeking”, 
which is the infant’s desire to be near to the attachment figure, and associated 
“separation distress”, which involves protest and despair when separated. 
Additionally, the primary caregiver serves as a “safe haven” for the infant, and 
thus they turn to them for comfort, reassurance and safety when distressed. 
Finally, the infant uses the attachment figure as a “secure base” from which 
they feel safe to explore the environment in the knowledge that they are able to 
return should they experience distress.
Mary Ainsworth later extended Bowlby’s work and developed a system 
of classifying attachment styles in infants. This was based on an experimental 
paradigm called the “Strange Situation”. Within this, the infant’s reactions to 
separations and reunions with their caregiver and a stranger are assessed and 
coded in terms of proximity-seeking, resistance, avoidance, and contact 
maintenance (Ainsworth & Bell, 1970). Three categories of attachment were 
originally developed: a “secure” attachment (Type B) describes an individual 
who can explore and engage with their environment, but maintains proximity 
with their primary caregiver and is readily comforted by them when distressed;
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an “insecure-avoidant” (Type A) individual will explore their environment but 
show a lack of interest in their primary caregiver and avoid proximity or 
interaction with them; and, an “insecure-resistant” (Type C) individual 
demonstrates ambivalence towards their caregiver in that they are preoccupied 
with them and distressed when separated but cannot be easily comforted on 
their caregiver’s return. A fourth category was later developed by Main and 
Solomon (1986) to describe children who display chaotic and contradictory 
behaviours and have no consistent strategy for coping with distress, and this 
was termed an “insecure-disorganised” attachment (Type D).
Adult Attachment
The attachment system is thought to play a role throughout the lifespan 
and influences attachment relationships in adulthood. However, there are 
differences in adult relationships which may result in additional complexities. 
This includes that relationships are likely to be reciprocal; they may be 
influenced by social and sexual domains; there is likely to be more than one 
attachment figure; they may be more influenced by internal representations than 
behaviours; and, attachment threat may be less overwhelming for adults (Hazen 
& Shaver, 1994; Trinke & Bartholomew, 1997).
The “prototype hypothesis”
The “prototype hypothesis” (Rholes & Simpson, 2004) proposes that 
early attachment experiences, such as the primary caregiver’s sensitivity, 
availability and responsiveness, are internalised to form a mental representation 
of relationships and thus may affect an individual later in life. This can be 
termed an “Internal Working Model” (IWM). It guides an individual’s beliefs 
and expectations with regards to important issues, such as the availability of 
key attachment figures, judgements about their own self-worth, and how to 
regulate distress, and it influences their cognition, affect and behaviour in future 
close relationships (Carr et al., 2013).
The IWM is thought to be relatively stable (e.g. Fraley, 2002), although 
this is a controversial issue that is subject to much debate. However, it is a 
“working” model and can be revised, modified, and updated over time in light
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of new experiences. Rholes and Simpson (2004) highlight that this is thought 
to be conservative and new experiences are more readily assimilated (i.e. what 
is recalled of the experience is adapted to fit the model) than the model is 
accommodated (i.e. the model being changed to account for the new 
experience).
As adults often have various relationships across different domains, a 
hierarchical model of relational schemas has been proposed (Pietremonaco & 
Barrett, 2000). This model suggests that there is an overarching global working 
model of relationships with abstract rules and general assumptions, underneath 
which there are specific relationship domain representations (e.g. for mother, 
friend, and romantic partner), and finally there are representations for each 
specific relationship. The latter are based on experiences with a particular 
individual in combination with information from the other levels. This helps to 
explain some of the complexities involved in attachment representations as 
these levels may not always be consistent with each other and are influenced by 
new experiences. However, it is thought that individuals are able to report a 
general style and that this is likely to be most associated with wellbeing. There 
is some evidence to support this model as Overall, Fletcher, and Frieson (2003) 
found it to be the best fit to their self-report data through a confirmatory factor 
analysis (as compared to an individual having just one overarching model or an 
individual just having independent models for each relationship domain).
Attachment styles
Hazan and Shaver (1987) began to explore adult relationships as an 
attachment process and developed research into adult attachment “styles”.
These are individual differences in the patterns formed in one’s IWM. They 
influence an individual’s tendency to seek comfort and emotional support with 
an attachment figure and how they make sense of their experiences (Rholes & 
Simpson, 2004). Adult attachment styles have been found to approximately 
correspond to the patterns developed in infancy (Hazen & Shaver, 1987). A 
cognitive model by Bartholomew and Horowitz (1991) provides a useful 
framework to describe these in terms of the individual’s positive or negative
121
internal view of themselves (related to dependency) and others (related to 
avoidance).
The majority of individuals develop a “secure” working model, which 
means that they adopt a positive internal representation of themselves and 
others in attachment contexts, viewing attachment figures as available and 
responsive and themselves as worthy of this and secure and confident in their 
own ability. They therefore feel comfortable in close relationships and have a 
good foundation for functioning (Carr et al., 2013). However, some individuals 
have a “dismissive-avoidant” style (linked to Type A) in which they desire a 
high level of independence and do not seek close relationships as they do not 
perceive others to be dependable. Other individuals have an “anxious- 
preoccupied” style (linked to Type C) in which they desire relationships and are 
very demanding of them, but are anxious that they may be abandoned by others 
because they do not feel they are worthy. The final category, linked to Type D, 
is a “fearful avoidant” style. This involves mixed feelings about close 
relationships, both desiring and feeling uncomfortable with emotional closeness 
as they mistrust others and view themselves as unworthy, and thus tend to seek 
less intimacy (Bartholomew & Horowitz, 1991).
There are many ways of conceptualising these individual differences 
and some debate about the most useful way to measure them (Carr et al., 2013). 
Some authors have preferred to utilise dimensions rather than categories. For 
example, Brennan, Clark and Shaver (1998) completed a meta-analysis of 19 
self-report attachment inventories and a factor analysis identified two 
orthogonal continuous dimensions: “attachment-related anxiety” and 
“attachment-related avoidance”. The anxiety dimension (i.e. dependence) 
involves a fear of interpersonal rejection or abandonment, an excessive need for 
approval from others, and distress when one’s partner is unavailable or 
unresponsive. The avoidance dimension reflects a fear of dependence and 
interpersonal intimacy and a strong desire to maintain emotional and 
behavioural self-sufficiency. As shown in Figure 1, individuals who score low 
on both dimensions are considered securely attached (Carr et al., 2013). Those
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high in anxiety and low in avoidance are considered to have an insecure- 
anxious (or preoccupied) attachment. Others have an insecure-avoidant 
attachment, with a conceptual distinction between dismissive avoidance (in 
which there is low anxiety and high avoidance) and fearful avoidance (in which 
an individual is highly anxious and highly avoidant).
MODEL OF SELF 
(Dependence)
Positive Negative
(Low)
Positive
(Low) Secmrc Frtocettpied
MODEL OF OTHER
(Avoidance)
Negative Fearful
(High)
Figure 1: Diagram to show attachment styles in relation to dimensions of 
attachment anxiety and avoidance (Bartholomew & Horowitz, 1991)
Measurement of attachment styles
Two distinct research traditions have evolved within the measurement 
of attachment style. Although they are derived from the same underlying 
theory, they have different assumptions, interpretations, and measurement 
techniques (Carr et a l, 2013). One of these tends to be more related to 
psychodynamic approaches and there is a belief that much of what constitutes 
an individual’s attachment style is not conscious to the individual. These 
researchers often focus upon childhood parental attachment relationships and 
measure attachment styles through interviews (e.g. Adult Attachment Interview, 
AAI; George, Kaplan & Main, 1985) or observations. The other group tends to 
include personality and social psychologists who think in terms of personality 
traits and social interactions. These researchers often use self-report measures 
which ask about current relationships, and this enables researchers to study
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large samples, often within normal populations (Carr et al., 2013). In this 
study, attachment style is conceptualised in a social psychological sense as a 
style of relating that is both reflected in, and influenced by, the quality of close 
adult relationships. Throughout this research, I retained an awareness of 
measurement issues and controversies surrounding whether self-report 
measures tap unconscious processes (Rholes & Simpson, 2004), and this will be 
considered further within the discussion section.
Attachment threat and the impact of attachment style
The attachment system is thought to be active throughout the lifespan, 
but it is particularly influential during times of stress or when attachment 
relationships may be under threat (Bernier, Larose & Whipple, 2005). At these 
times, attachment style may be more strongly activated, which may influence 
how an individual responds to distress. This includes a likelihood of seeking 
comfort and support through new relationships and orchestrating experiences to 
satisfy key psychological needs (Carr et al., 2013). The transition to university 
is considered a potential “attachment threat” in this research, as the majority of 
young adults leave their attachment figures (i.e. family and friends from home) 
when they commence university. Bernier et al. (2005) found that individual 
differences in attachment style (as measured by the AAI) can be magnified by 
the experience of leaving home for university, which supports the idea that this 
transition activates the attachment system.
There is consensus in the literature that young adults with a secure 
attachment style have better outcomes across multiple life domains than their 
insecurely-attached peers (Lopez, 2009). Importantly, this has been related to a 
number of constructs in positive psychology, such as wellbeing. This may be 
as a direct consequence of attachment style but also as an indirect consequence 
of related issues such as isolation, loneliness and maladaptive coping (Carr et 
a h ,2013^
Much research has demonstrated that attachment style has an impact 
upon the way individuals experience the transition to university. A secure 
attachment style has been linked to a number of positive outcomes, such as
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academic performance and psychological wellbeing (see meta-analysis by 
Mattanah et ah, 2011, which found a small to medium relationship between 
attachment style and adjustment across 156 self-report studies). Stewart and 
Podbury (2003) explored a number of factors that may be related to wellbeing 
during this transition and multiple regression analyses indicated that a secure 
attachment style was predictive of wellbeing, although the sample size was 
fairly small. Furthermore, Carr et ah, (2013) found that higher attachment 
insecurity was predictive of negative psychosocial wellbeing and mental health 
difficulties, including perceived loneliness and depressive symptoms, which 
indicates clinical implications. Research has also considered potential 
mediators of this link, including separation-individuation, social support, self­
esteem and coping style (Mattanah, Hancock & Brand, 2004).
It could be hypothesised that securely attached individuals may be more 
confident and open to exploring new environments and entering new 
relationships than their insecurely attached peers. This may be because they 
have a positive view of self and others (Carr et ah, 2013), they have a sense of a 
secure base from which to explore the environment (Markiewicz, Lawford, 
Doyle & Haggart, 2006), and they may have developed the behavioural and 
emotional skills to facilitate the development of new relationships. This is 
supported by Parade, Leerkes and Blankson (2010), who found that a secure 
attachment style to parents prior to starting university was associated with self- 
reported ease in forming relationships and higher relationship satisfaction with 
peers at the end of the first semester. Conversely, an insecure style may 
negatively affect the capacity to form intimate relationships with others and 
potentially result in psychological maladjustment.
Normative processes in adult attachment
Adults retain a strong tendency to form enduring emotional bonds with 
close friends, romantic partners, and others. As for children, this is for security 
and comfort (Feeney, 2004). Research has suggested that young adults have an 
average of 5.38 attachment figures within their network whom they may utilise 
for various attachment functions (Trinke & Bartholomew, 1997). These
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functions are similar in adults to those in infancy. However, interesting 
questions remain regarding how individual’s use of their childhood caregiver as 
their primary attachment figure diminishes and how they develop adult 
attachment relationships with others (Simpson & Rholes, 2010).
Hazan and Shaver (1994) proposed a theoretical model of adult 
attachment formation within normal development. They hypothesised that 
healthy individuals gradually transfer attachment functions from parents to 
peers in the following orderly sequence.- proximity-seeking (the desire to be 
near to the attachment figure, and thus distress when separated); safe haven 
(turning to the attachment figure for comfort, support and reassurance when 
distressed); and, secure base (using the attachment figure as a base from which 
to explore the environment). This can be referred to as the “sequential 
hypothesis”. This transfer is normatively expected during late adolescence and 
young adulthood (Mayesless, 2004).
Zeifman and Hazan (1997) highlight the importance of investigating 
normative development within adult attachment research, as this has received 
relatively little attention compared to research into individual differences. A 
number of researchers have begun to investigate the process of attachment 
transfer from parents to peers and this is often done within the context of 
students making the transition to university.
Attachment Transfer during the Transition to University
The sequential hypothesis
Empirical support has been found for the sequential hypothesis in cross- 
sectional research. Hazan and Shaver (1991) administered interviews to 
children and adolescents aged 6 to 17 to test their original theory. They found 
that the transfer of the three attachment functions occurred in sequence, with 
proximity-seeking being transferred first (i.e. by 53% of those aged 6 to 7), 
followed by safe haven (i.e. by 63% of 11-14 year olds), and the secure base 
function was less likely to be transferred until participants were older. Fraley 
and Davis (1997) replicated this original finding in that university studentss use 
of parents and peers to fulfil their attachment needs fitted the sequential model.
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This was detected on a group level because the majority of the young adult 
sample were primarily attached to their parents (60% of the sample used a 
parent for the superordinate secure base function) and more used peers for the 
subordinate components (e.g. 78% of the sample turned to a peer for the 
proximity-seeking function). It was also identified on an individual level using 
a Guttman scale analysis, in which there is a limited set of response patterns for 
each individual and these are cumulative i.e. if an individual uses a peer for a 
function they must have used a peer for all preceding functions. The coefficient 
of reproducibility (i.e. the proportion of original responses that could be 
reproduced correctly using this pattern) was .93, showing that this model was a 
good fit and that the transfer of functions went in the sequential order for the 
majority of individuals.
Cross-sectional designs, such as those above, show findings that are 
consistent with the sequential model but the shift over time within each 
individual is inferred because they cannot capture the processes of attachment 
formation and transfer as they unfold over time. Friedlmeier and Granqvist 
(2006) found evidence for the sequential hypothesis in a German and Swedish 
sample within cross-sectional analyses; however, this was not confirmed in 
their prospective longitudinal analyses (over 12-15 months) because there were 
various patterns of change back and forth. This could be because attachment 
relationships with peers may not be stable at this developmental stage, 
particularly as this research was conducted within an adolescent sample (with a 
mean age of 16) and the majority did not have a romantic partner. Research on 
attachment transfer has mostly been conducted within Western cultures but 
studies supporting the sequential hypothesis have also been replicated with 
samples in China (Zhang, Chan & Teng, 2011), Israel (Mayseless, 2004), and 
Sweden and Germany (Friedlmeier & Granqvist, 2006).
Research has also investigated factors that may affect the transfer of 
attachment functions. Markiewicz et al. (2006) investigated developmental 
differences across a large sample of adolescents and young adults (ages ranged 
from 12 to 28, thus this was not specifically investigating the transition to
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university). A series of ANOVAS showed that the degree of attachment 
transfer was affected by age, in that those who were younger were more likely 
to use their mother to fulfil attachment needs, whereas older participants were 
more likely to have attachment needs met by different figures such as romantic 
partners (although many continued to utilise their mother as a secure base). 
These researchers found little effect of gender. However, there are mixed 
findings regarding the effect of age and gender (Mattanah et al, 2004). 
Markiewicz et al. (2006) found that the degree of attachment transfer also 
varied by whether an individual had a romantic partner, in that those with a 
partner were more likely turn to them than to others. Friedlmeier and Granqvist 
(2006) found that adolescents with a partner were more likely to transfer 
attachment functions and those that began a new relationship during the 
longitudinal study were also more likely to do so. This was supported in 
research by Trinke and Bartholomew (1997), who found that those with a 
romantic partner used them most for attachment functions. Fraley and Davis 
(1997) noted that the degree of transfer from parents to peers increased with the 
duration of the relationship, with a full-blown attachment relationship taking 
two years, on average, to develop. However, Hefferman, Fraley, Vicary and 
Brumbaugh (2012) argued that this process can occur much more quickly, 
although they recognised that measures may not be sensitive enough and may 
capture relationships as attachment relationships too readily.
Attachment style and the transfer of attachment functions
It has been argued that the model of successful attachment transfer 
described above may be more pertinent to those with a secure attachment style. 
These individuals may be more open to developing new relationships based on 
their positive view of self and others and sense of a secure base (Carr et al., 
2013). Thus they may more readily transfer attachment functions, resulting in 
better adjustment (Mayseless, 2004). This can be termed the “IWM hypothesis” 
and support was shown in research by Fraley and Davis (1997) who found that 
a secure attachment style was positively correlated with the transfer of 
attachment functions from parents to peers (and although causation cannot be
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determined from correlations, attachment style is thought to be relatively 
stable). Furthermore, it may be that attachment security affects the timing and 
degree of attachment transfer. Some authors have suggested that a secure 
attachment style facilitates the transfer of attachment functions but that the 
superordinate secure base function may remain with a parent for longer in 
healthy development (often termed the “optimal” stage of transfer for this age 
group). This could be because peer relationships may be less stable at this age. 
For example, research has found that individuals that reported a secure 
attachment to their mother were more likely to use her as a secure base, 
whereas those with an insecure attachment (particularly an anxious attachment 
style) were more likely to use a partner (Markiewicz et al., 2006; Freeman & 
Brown, 2001).
An alternative to the IWM hypothesis is the compensatory hypothesis 
(Friedlmeier & Granqvist, 2006). This suggests that the earlier initiation of 
relationships with peers in those with an insecure attachment style is to fulfill 
unsatisfied attachment needs, although these may not be secure relationships 
and individuals may become dysfunctionally attached (Zeifman & Hazen, 
1997). There are conflicting findings with regards to these competing 
hypotheses.
Additionally, questions remain about individual differences in the 
normative process of attachment transfer between those with insecure anxious 
and insecure avoidant attachment styles. It could be hypothesised that 
individuals with an avoidant attachment style may not seek attachment 
relationships or they may delay transferring attachment functions because they 
are self-sufficient (Fraley & Davis, 1997). Conversely, those with an anxious 
attachment style may rush the attachment process (Zeifman & Hazen, 1997). 
This is largely speculative as there has been limited previous research, although 
Friedlmeier and Granqvist (2006) found some support for these hypotheses.
Outcomes associated with attachment transfer
Zhang et al. (2011) highlight that little research has investigated the 
outcomes associated with attachment transfer. They found evidence within a
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Chinese student sample that the sequential transfer of attachment functions at 
the “optimal” stage of transfer (in which subordinate components were 
transferred to peers but superordinate components, such as secure base, 
remained with parents) correlated with psychological adjustment, including 
positive affect and less loneliness. However, causality cannot be determined in 
cross-sectional studies and it is possible that those who are well-adjusted report 
more secure relationships and the development of new relationships (and it is 
likely that this is bi-directional). Although, in a very different context and a 
male Israeli sample, Mayseless (2004) conducted a short-term longitudinal 
study and found that those with an insecure attachment style were less likely to 
have transferred all attachment functions and had worse adjustment during the 
mandatory transition when leaving home for the military.
Study Aims
This research aimed to investigate attachment style and the transfer of 
attachment functions in relation to SWB for students during the transition to 
university. It considered both the primary attachment figure and whether there 
was a new peer within the attachment network. Previous research has indicated 
that a secure attachment style and attachment transfer are related to SWB. This 
study further examined the associations between these variables by exploring 
whether the relationship between attachment style and SWB was mediated by 
the transfer of attachment functions, thus combining research into individual 
differences and normative processes. Other variables that may affect these 
relationships were explored (e.g. ethnicity). This research furthers theoretical 
understanding of, and gathers empirical support for, normative processes within 
adult attachment theory. It is important to investigate factors that promote 
wellbeing during this period as it is a potentially challenging transition and 
students are at increased risk of mental health difficulties.
Hypotheses
1. Lower levels of attachment anxiety and attachment avoidance will be 
positively correlated with higher SWB for students in the transition to 
university.
130
2. Students who have transferred attachment functions from parents to 
peers (in line with the sequential hypothesis and the “optimal” stage of 
transfer, in which peers are utilised for proximity-seeking and safe haven 
functions, but with the secure base function remaining with parents), will 
experience higher SWB in the transition to university.
3. Students who have a new peer at university within their attachment 
network will experience higher SWB in the transition to university.
4. The relationship between attachment style and SWB in the transition to 
university will be mediated by the transfer of attachment functions from 
parents to peers (see Figure 2).
General attachment style 
Anxiety 
Avoidance
SWB
Satisfaction with life 
Positive affect 
Negative affect
Transfer of attachment functions 
(proximity-seeking, safe haven, and 
secure base)
Sequential model (peer, peer, 
parent)
New peer within network
Figure 2: A diagram to show the hypothesised model in which the association 
between attachment style and SWB is potentially mediated by the transfer of 
attachment functions.
Method
Design
This study utilised a quantitative approach so that evidence could be 
gathered to test hypotheses and inform theory (Bryman, 2004). The study 
adopted a cross-sectional design in which participants were asked to complete 
an internet-based survey containing a number of self-report measures. This 
involved minimal demands in order to encourage participation from a large 
number of participants in a limited time-frame. A cross-sectional survey was 
deemed appropriate to answer the research questions, as capturing data at one
131
time-point during the transition can elucidate the associations between the 
variables. Further, it has the advantage of being relatively quick, easy and cost- 
effective to administer. Causation cannot be established utilising this design; 
however, the predominant direction of influence can be tentatively inferred 
based on theory (i.e. assuming attachment style is relatively constant, as 
discussed, then it may be suggested that attachment style influences attachment 
transfer and SWB).
Setting
The study was carried out at a campus-based higher education 
institution in the South of England. According to HESA (2011/12), there were 
10,695 undergraduate students at the university in the academic year during 
which the research took place. Therefore, there was an estimated population of 
around 3,600 first-year students.
Participants
First-year undergraduate students who commenced their undergraduate 
degree at the university in 2011 were eligible for inclusion in the study. Mature 
students (i.e. aged over 21) were excluded from the study as it could be 
considered that they are at a different developmental stage.
Sample size
A priori sample size calculations were done based on Hypothesis 4 as 
this requires the largest sample size of the analyses. This is a reasonable 
hypothesis based on previous research but has not specifically been investigated 
in previous studies. Therefore, a medium effect size was assumed for the 
calculations. Fritz and Mackinnon (2007) estimate that a sample size of 
between 90 and 196 should be sufficient to obtain a power of 80% to detect 
between a small-medium and large-medium indirect effect size at the 5% level 
(using the Sobel test).
A total of 277 participants commenced the online questionnaire. Three 
of these did not give their consent to participate in the study and thus were 
disqualified. A further 18 participants did not meet the age requirements and 
24 participants were not in their first year. Thus these individuals were
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excluded. Fifty three participants did not fill in substantial sections of the 
survey and thus were not included. Therefore, a total of 179 participants were 
included in the study.
Recruitment
Participants were recruited via a number of methods. The study was 
initially advertised to psychology students at a lecture and on the SONA 
Systems website (a University-based participant recruitment system). Time 
slots were offered in which participants could complete the survey and receive 
course lab tokens for their participation. The study was then advertised to all 
first-year students through: posters on noticeboards throughout the university 
(see Appendix A for a sample recruitment poster), flyers handed out to first- 
year students, and, an advertisement on the fortnightly e-newsletter. 
Subsequently, some specific groups of students were emailed through staff (see 
Appendix B for sample recruitment email). The advertisements explained the 
purpose of the study, who could take part, what participation would entail, 
ethical considerations, and provided a hyperlink to the survey website. As an 
incentive to increase participation, entry into a prize draw for Amazon vouchers 
worth £50, £20, or £10 was offered.
Participants were recruited during their second semester at university 
(i.e. March to July 2012). It was felt that this would have given them time to 
develop new peer relationships at university, whilst still being in a period of 
transition.
Ethical Considerations
Ethical issues were considered in accordance with: university guidance, 
national guidelines, British Psychological Society (BPS) core ethical principles 
(BPS, 2010), and BPS guidelines for conducting research on the internet (BPS, 
2007). The study was developed in collaboration with my supervisor and peer 
reviewed. It received a favourable ethical opinion from the University Ethics 
Committee of the Faculty of Arts and Humans Sciences (reference: 691-PSY- 
11; see Appendix C).
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Participants were hilly informed about the study and their rights before 
deciding whether to take part. They were asked to read an introductory 
paragraph covering the main points and follow a link to a more detailed 
information sheet (see Appendix D). They were then asked to tick a box to 
give their consent if they agreed to voluntarily take part in the study and for 
their data set to be used in this and other studies (see Appendix E). This 
required an active choice, which complied with guidelines for conducting 
research on the internet (BPS, 2007). It is a challenge to verify participant 
identity within internet research (BPS, 2007). This study asked participants to 
tick a box to confirm they were first-year undergraduate students and to state 
their age. Those that did not meet the criteria were taken to a page thanking 
them for their willingness to participate and explaining why they were not 
suitable for the study.
The inforaiation sheet outlined the study, including; why it is being 
done, what it involves, and the potential benefits of taking part (such as 
contributing to an interesting piece of research and the chance to win vouchers 
in a prize daw). Students were informed that their participation was entirely 
voluntary and that there would be no negative consequences as a result of not 
taking part (although entry into the prize draw would be upon completion of the 
study). They were advised that they could withdraw by exiting the online 
questionnaire at any point without having to give a reason. They were 
informed that their answers would remain confidential and that access would be 
restricted to myself and my supervisor and would be stored confidentially for 
up to ten years. Although the technician would have access when transferring 
data, they would not engage with it. Participants were made aware that data 
would remain anonymous in the write-up and would be aggregated so that no 
individually identifiable information would be used in publication. They had 
the option of providing their email address to be entered into the prize draw and 
they were told that this information would be kept separately so that it remained 
confidential and would only be used to inform those who had won a prize.
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There was deemed to be a minimal risk of harm from completing the 
study. To further minimise risk, the questions were not “forced choice” so that 
participants could leave an item if they did not wish to complete it. In the 
unlikely event that emotional distress might have been caused, participants 
were advised to contact their Personal Tutor or the Centre of Wellbeing (with 
contact details provided) for further support. They were also given contact 
details for me, my supervisor and an independent person should they have felt 
they required any further information, or if they were dissatisfied with any 
aspect of the research process.
Measures
An online survey was created to incorporate the following: demographic 
details; Experiences in Close Relationships - Revised - General Short Form 
(ECR-R-GSF); Modified WHO-TO scale; Satisfaction with Eife Scale (SWLS); 
and Scale of Positive and Negative Experience (SPANE).
Demographic details
Participants were asked a series of questions regarding demographic 
variables. This included: age; ethnicity; gender; whether they took a gap year 
before starting university; whether they were an overseas student; whether they 
lived at home or on campus or in student housing; whether they were a 
psychology student; and whether they had a romantic partner (see Appendix F). 
These were included so that the effect of these variables on attachment style, 
attachment transfer and SWB could be considered (as indicated in some 
previous research). Additional information was gathered by asking participants 
who had brought them up and how often they saw these people, and whether 
they were aware of, and willing to access, student support services (although 
these were not explored within this study).
ECR-R-GSF (Wilkinson, 2011; see Appendix G)
This was used to measure general adult attachment style, which captures 
the respondent’s typical cognitive, affective and behavioural responses to the 
demands of relationships. It is a short version of Fraley, Waller, and Brennan's 
(2000) ECR-R, which is a revised version of the widely-used composite
135
measure developed by Bremian, Clark and Shaver (1998). It has been modified 
to refer to people in general, as opposed to just romantic partners, for use with 
adolescents and young adults.
The measure consists of 20 items about feelings and behaviours 
regarding relationships with others. Ten items are anxiety-related, such as “I 
worry a lot about my relationships”, and 10 are avoidance-related, such as “I 
prefer not to show others how I feel deep down”. Participants were asked to 
think about all of the people in their life, such as friends, partners and parents, 
then read each of the statements and rate to what extent they agreed with it on a 
5-point Likert scale from 1 (Strongly Disagree) to 5 (Strongly Agree). A mean 
score can be calculated for each of the two sub-scales once relevant items are 
reversed. Scores can range from one to five, with low scores indicating low 
attachment anxiety or attachment avoidance. The anxiety dimension represents 
the extent to which people tend to worry about attachment-related concerns, 
such as fear of abandonment and desire for intimate contact, and the avoidance 
dimension represents the extent to which people are uncomfortable with 
closeness, dependence and self-disclosure.
Internal structural validity and external criterion validity have been 
demonstrated for the ECR-R (Fairchild & Finney, 2006). Sibley and Liu 
(2004) conclude that it is a replicable and reliable measure (with a coefficients 
reported to be near or above 0.90) that maintains acceptable psychometric 
properties. In its initial development study, the ECR-R-GSF was demonstrated 
to have good psychometric properties in an adolescent and young adult sample. 
The researchers concluded that it had a robust factor structure, good internal 
consistencies (a coefficients of 0.88 for anxiety and 0.88 for avoidance), and 
good construct validity, but recommended further research (Wilkinson, 2011).
As discussed within the introduction, the measurement of attachment is 
a complex issue. Self-report questionnaire-based measures were chosen, as 
they are relatively quick and easy to administer, because a large sample was 
required for this study within time and resources constraints. Additionally, this 
decision was based on the theoretical orientation of the research in which
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attachment style is conceptualised in a social psychological sense. However, the 
limitations of these measures are considered within the discussion section. 
Further, it was deemed most suitable to utilise a measure which conceptualises 
attachment on dimensions of anxiety and avoidance.
Modified WHO-TO scale (see Appendix H)
To measure who individuals utilise to fulfil their attachment needs, 
participants were asked to complete a modified version of the WHO-TO scale. 
The original version (Zeifman & Hazan, 1994, cited in Fraley & Davis, 1997) 
used an interview format and required participants to name the one person they 
would turn to for each attachment function. Several researchers have modified 
this to use a questionnaire format.
This study follows a similar format to research by Doherty and Feeney 
(2004), which captures attachment networks in addition to primary attachment 
figures. Participants were asked to list the important people in their lives to 
whom they feel a strong emotional tie. They could list up to 10 names. They 
were asked to note their relationship to each person, their gender, and whether it 
was someone they met at university. Participants were then asked to list who 
they would turn to for items reflecting various attachment functions using the 
names from their list. They could name up to five people but had to list them in 
order of importance (with the most important person being considered their 
primary attachment figure). They were given the option to answer “no-one”.
There are two items capturing each of the three following attachment 
functions: proximity-seeking (tapping separation distress) e.g. “who is the 
person you do not like to be away from?”; safe haven e.g. “who do you turn to 
for comfort when you are feeling upset or down?”, and secure base e.g. “who is 
the person you feel you can always count on?” These items were chosen from 
research by Fraley and Davis (1997) and Markiewicz et al. (2006). The criteria 
for item selection was face validity amongst multiple researchers (including 
myself, my supervisor, and the authors of previous research).
Indirect validity has been found for this measure and a test-retest 
reliability of 0.77 over one month (using the Guttman scaling method).
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However, these are unpublished materials and further research is needed 
(Fraley & Davis, 1997). Markiewicz et al. (2006) demonstrated internal 
consistency in this measure, although they used three items for each function. 
Whilst acknowledging the limitations of this scale (which are outlined in the 
discussion section), it was deemed the best measure currently available and 
suitable for this study. Information about how the scale was used is included in 
the results section.
Subjective wellbeing (SWB)
SWB can be described as a person’s cognitive and affective evaluations 
of his or her life. This includes: cognitive evaluation of one’s life, positive 
affect, and negative affect (Pavot & Diener, 2013). It is recommended that 
these are measured separately (Diener, Suh, Lucas & Smith, 1999).
The five-item SWLS (Diener, Emmons, Larson & Griffin, 1985; see 
Appendix I) was used to measure an individual’s cognitive evaluation of SWB 
via their global judgement of life satisfaction. Participants were asked to what 
extent they agree with items such as “I am satisfied with my life” on a 7-point 
Likert scale from strongly disagree to strongly agree. The scores can be added 
together to produce a total score, which can range from five to 35. Higher total 
scores indicate greater life satisfaction. The measure has been found to have 
good reliability (with a coefficient of 0.87 in a university sample), construct 
validity, convergent validity and discriminant validity (Diener et al., 1985; 
Pavot & Diener, 1993).
The affective components of SWB were measured using the 12-item 
SPANE (Diener et ah, 2010; see Appendix J). There are six items to assess 
positive feelings such as “happy” and six items to assess negative feelings such 
as “angry”. Individuals were asked to rate the frequency they had experienced 
each of the feelings over the last four weeks on a 5-point Likert scale from 
“very rarely” to “very often”. This produces a score for positive feelings 
(SPANE-P) and a score for negative feelings (SPANE-N), each ranging from 
six to 30, with a higher score indicating greater experience of that affect. The 
two can also be combined to create a balance score (SPANE-B).
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Research has demonstrated good psychometric properties in a university 
sample; including good internal reliability (with a coefficients ranging from 
0.81 to 0.89) and convergent validity with other measures of emotion and 
wellbeing. However, the authors note that further validity work is needed 
(Diener et al., 2010). Further, Bullock (2011; unpublished dissertation) found 
good psychometric properties for the above measures in a university population 
similar to that in this study.
Procedure
Once the study had been reviewed and had received ethical approval, an 
online survey was created in collaboration with a university technician. This 
was piloted by several peers before it went live to check that it functioned 
correctly, it was easy to understand, and to calculate how long it took to 
complete. Consultation with a service user and carer representative was also 
sought to discuss the materials and feedback was incorporated.
Once the online questionnaire was completed, participants were 
recruited via the methods described previously. They were provided with a 
web link to the homepage of the study. This gave an introductory paragraph 
and had a link to the participant information sheet (Appendix D), which 
participants were asked to read before giving their consent (Appendix E).
If they consented, participants were directed to the initial page of the 
study. They were required to complete the survey individually and were told to 
allow approximately 15 minutes for this. The first page requested demographic 
details and the following three pages included a number of short questionnaires 
with instructions at the top of each page. At the end of the questionnaire, 
participants had the option of providing their email address if they wanted to be 
entered into the prize draw. They were thanked for their participation and 
provided with a link to the information sheet should they require any of the 
contact details. They were given the option to request a copy of the findings of 
the study upon completion. Those individuals who were recruited from the 
School of Psychology were provided with a lab token for their participation.
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Participants who declined to take part or who did not meet criteria were taken 
to a page explaining this.
Following the data collection period, email addresses were drawn out at 
random using a random number generator (four, 130, and 119). The prize 
winners were contacted to receive their prizes of Amazon vouchers worth £50, 
£20, or £10. Findings were then analysed and written up and will be fed back 
to the participants who requested this. The findings will also be fed back to the 
University’s student support services via my field supervisor and submitted for 
publication.
Data Analyses Strategy
Preliminary data analysis
Batches of data obtained from the internet-based survey were appended 
to create a data file in the Statistical Package for the Social Sciences, version 19 
(SPSS; IBM Corp, 2010). Cases were removed if they did not fulfil the 
inclusion criteria, or had a substantial amount of information missing. The data 
were screened and checked for errors through range checks and random double­
checking of data. There were no missing data points for the final 179 
participants.
Planned data analysis
In order to create the study variables, the data were recoded and items 
were reversed where necessary, and then summed or averaged to create scale 
scores for the attachment and SWB measures. The reliability of these scales 
was checked. Data for the WHO-TO scale were coded and various variables 
were created from this. This will be described in more detail in the Results 
section.
Descriptive statistics were generated to describe the characteristics of 
the sample and the data. The data were checked with regards to meeting the 
required assumptions and then the planned analyses were conducted using 
inferential statistics. Further analyses included calculating simple correlations 
between scores and conducting a series of regression models, ANOVAs and t- 
tests to investigate the research questions and hypotheses. To examine the
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transfer of attachment functions as a mediator of the relationship between 
attachment and SWB, the various paths of the model were explored separately 
and then a method of mediation following recommendations by lacobucci 
(2012) was used. The potential impact of additional variables, such as age and 
gender, on the results was explored.
Results
Initial Analyses
Participant demographics
There were 179 participants included in the study. Ages ranged from 
18 to 21 years. Further demographic details are provided in Table 1.
Table 1
Summary o f Participants ’ Demographic Details
Demographic variable n %
Gender Female 144 80A
Male 35 19.6
Ethnicity White British 142 793
Other* 37 21.7
Overseas student Yes 13 7.3
No 166 927
Gap year Yes 35 19.6
No 144 8&4
Living at home Yes 18 10.1
No (on campus/student housing) 161 89^
Psychology student Yes 50 229
No 129 72.1
Romantic partner Yes 92 51.4
No 87 4&6
N =  179
141
* Other included: White Other (9.5% [n=17]), Mixed White and Black 
Caribbean (0.6% [«=1]), Mixed White and Asian (2.8% [^=5]), Mixed Other 
(1.7% [^=3]), Indian (1.7% [^^3]), Pakistani (0.6% [w=l]), Bangladeshi (0.6% 
[^=1]), Black or Black British Caribbean (0.6% [«=1]), Black or Black British 
African (2.2% [/7=4]), and Chinese (0.6% [^=1])
As shown in Table 1, roughly half of the participants had a romantic 
partner and half did not. Of those in a relationship, this ranged from one month 
to six years in duration and the median duration of relationship was 19 months. 
Figure 3 shows the number of participants in each category for the duration of 
romantic relationships.
Number of 
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Figure 3: Bar graph to show the number of participants in each category for the 
duration of romantic relationships.
Creation of study variables
In order to create the study variables, items were reversed where 
appropriate and scale scores were calculated for the continuous measures of 
attachment and SWB. Coding of the items from the WHO-TO scale was more 
complex. There were limitations in how this had been done in previous 
research and thus it was undertaken in a novel way in the present study in order 
to be more comprehensive (described below and illustrated in Figure 4). 
Previous studies (e.g. Fraley & Davis, 1997; Zhang et al., 2011) have been
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vague about how the data were coded, but many used a Guttman scaling 
analysis. This can be deemed reductionist as it captures whether the data points 
fit a limited set of response patterns but lacks detail about the groupings. There 
are also shortcomings in how studies have grouped these data as they do not 
capture all possible combinations of attachment figures used for the different 
attachment functions. Further, some have incorporated the non-sequential 
patterns into other groups (e.g. Friedlmeier & Granqvist, 2006) and some have 
excluded individuals who use siblings, others, or no-one for attachment 
functions from further analyses (e.g. Zhang et al., 2011).
In this study, participants listed up to 10 names of important people in 
their lives. Firstly, the number of names they listed in their network was 
calculated. The scale included two items for each of the three attachment 
functions (proximity-seeking, safe haven, and secure base) and participants 
could name up to five people for each item. Each response was coded in terms 
of the relationship to the participant and whether it was a peer from university. 
A number of variables were created, including: whether the participant turned 
to no-one for any of the items; whether they turned to a sibling first for any of 
the items; and, whether there was a new peer from university within their 
attachment network (i.e. in the lists of up to five names). The data were then 
coded to make conceptually meaningful variables in order to answer the 
research questions regarding the transfer of attachment functions.
Figure 4 illustrates how the data points from the WHO-TO scale were 
coded. The first step was to allocate a code to the responses given for each of 
the items. This involved creating broader categories for the person turned to for 
each item: mother and father were combined as “parent”, friend and partner 
were combined as “peer”, and other options were “sibling”, “no-one”, or 
“other”.
The next step involved allocating a code to each of the three attachment 
functions to describe the combination of responses to both of the items for that 
function (e.g. peer, peer). Attachment functions were coded as “peer” if the 
participant had turned to a peer for at least one of the two items for that
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function (i.e. the process of attachment transfer had started). This criteria was 
utilised in previous research (e.g. Fraley & Davis, 1997; Friedlmeier & 
Granqvist, 2006; Zhang et al, 2011). Alternatively, attachment functions were 
coded “parent” if a parent had been turned to for at least one of the items (and 
there were no peers). They were coded “sibling” or “no-one” if both items to a 
function had those respective responses, or “other” to capture the remaining 
combinations.
The final step was to code the possible combinations for the three 
attachment functions (e.g. peer, peer, parent, in sequential order from 
proximity-seeking to safe haven to secure base). There were groups created for 
when siblings, no-one, or other was utilised for one of the three functions as 
these did not clearly fit into the previous categories. There were no individuals 
who turned to more than one of these alternatives; therefore they all fitted into 
one of these groups.
Variables were then made according to whether these combinations 
fitted the sequential hypothesis or not (i.e. whether individuals had transferred 
the functions of proximity-seeking, safe haven, and secure base in a step-wise 
fashion), and whether or not this was at the “optimal” stage of transfer (i.e. the 
proximity-seeking and safe haven functions were transferred to peers, and the 
secure base function remained with parents).
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Summary of measures
This section summarises attachment, SWB, and WHO-TO scores for the 
179 participants included in the analyses.
Table 2 presents a summary of the scores for the continuous data (i.e. 
attachment and SWB measures). These scores were similar to those in previous 
studies (Wilkinson, 2011; Pavot & Diener, 1993; Diener et al., 2010). The 
means and medians of each measure are similar, thus demonstrating 
symmetrical distribution, which is one of the criteria for normality. The scores 
for each measure were visually inspected using histograms (see Appendix K) 
and the distribution of the data points looked approximately normal. Formal 
normality tests are greatly affected by sample size so these were not deemed 
appropriate. Cronbach’s alphas of 0.80 or above were obtained for all 
attachment and SWB scores, indicating acceptable or good internal reliability 
(see Table 2).
Table 2
Summary o f Attachment and SWB Scores and Reliability o f Measures
Possible Range 
Min Max
Range
Min Max
Median Mean &D Chronbach’s 
alpha a
ECR yVnxiety 1 5 1.10 4.90 2.70 275 0.76 0.90
ECR Avoidance 1 5 1.10 4.40 2.70 2.74 0.67 0.88
SWLS 5 35 5 35 25 23.45 609 0.89
SPANE-P 6 30 10 30 23 2L87 3.75 0.88
SPANE-N 6 30 8 26 17 16.7 3.97 0.80
SPANE-B -24 24 -15 19 6 5.17 6.89 0.89
N=  179
Note. Scores are displayed with two decimal points, where appropriate.
The scores for the categorical data (i.e. the WHO-TO scale) are 
summarised below. On the WHO-TO scale, participants listed between two 
and 10 names, with a mean of 6.72 (SD = 2.30). Of the 179 participants, 137 
(76.5%) had a new peer within their attachment network (i.e. in the lists of up
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to five names for any of the items). Twenty five (14%) turned to no-one for 
one of the WHO-TO items and 33 (18.4%) turned to a sibling first for one of 
the WHO-TO items. A total of 156 participants (86%) had combinations which 
fitted the sequential hypothesis (i.e. individuals transferred the functions of 
proximity-seeking, safe haven, and secure base in a step-wise fashion) and only 
five (2.8%) did not as the remaining 20(11.2%) were in the other categories. 
Fifty five participants (30.7%) were in the “optimal” group (i.e. the proximity- 
seeking function and safe haven functions were transferred to a peer, and secure 
base remained with parents).
Analyses of scores by demographic factors
Table 3 presents a number of independent t-tests which were conducted 
to explore whether the continuous measures differed by: gender; age (18 or 19- 
21 years); whether the individual had a romantic partner; whether they had 
taken a gap year; whether they were an overseas student; whether they were 
living at home; whether they were a psychology student; and, their ethnicity 
(White British or Other). The data met the assumptions (including normal 
distributions, as demonstrated) and thus parametric tests were used, using 
Levene’s test for homogeneity.
Table 3
Independent T-tests to Compare Means o f Study Measures by Demographic 
Variables
n ECR
anxiety
ECR
avoidance
SWLS SPANE
-P
SPANE
-N
SPANE
-B
Gender F =  144 276 2.72 23.83 2219 16.73 5A6
M = 35 2.70 2.82 21.91 2037 16.60 297
t -&77 y.dJ 2.37 0.77 1.15
P .66 .44 .10 .022* .30 .25
Age (years) 18 = 53 279 2.76 23.72 2L66 21.66 262
19-21 = 126 273 2.73 23.34 2L96 2L96 A98
t &4P 0.2j 037 -0.43 -7.40 0.57
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p .62 .30 .77 .62 .75 .57
Romantic Y es = 92 2.66 254 24.64 2246 16.45 6.01
partner No = 87 284 295 2220 2L25 1&98 438
t 1.57 433 -269 -235 0.39 -730
P .12 00** .003** 35* .57 .09
Gap year V^s = 35 2.68 277 2240 2L27 16.66 4.71
No = 144 2.77 273 2331 21.99 16.72 538
t -0.62 030 -732 -033 -033 -035
P .54 .77 .26 .53 .94 .67
Overseas Yes = 13 2.72 3.01 2032 21.77 1246 3.31
student No =166 2.75 272 2265 2L88 16.57 5.31
t -036 730 -7.77 030 737 -207
P .37 .74 .29 .92 .70 .57
Living at Yes = 18 256 293 22.67 2L67 1638 A89
home No = 161 2.77 272 2334 2L89 16.70 530
t -1.13 739 -037 -037 0.03 -034
P .26 .20 .57 .36 .95 .39
Psychology Yes = 50 2.74 268 2292 2L62 1632 4.70
student No = 129 2.75 276 2266 2L97 16.62 534
t -&07 -037 -032 -036 0.45 -036
P .94 .43 .43 .53 .65 .57
Ethnicity White British= 
142
2.78 272 2262 21.83 16.56 537
Other = 37 2.62 283 2281 2203 17.27 4.76
t 736 -033 037 -033 -037 037
P .25 .56 .43 .73 .55 .69
N=  179, df=  177
* Indicatesp  < .05, ** indicates/? < .01 (two-tailed)
As shown in Table 3, many of these variables did not show significant 
differences between groups, suggesting attachment and SWB scores are largely 
not associated with these factors. However, significant differences were found
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between those with and without a romantic partner. Those with a romantic 
partner had significantly lower scores on attachment avoidance and 
significantly higher scores on SWLS and SPANE-P. The magnitude of the 
differences in the means was small (eta squared = 0.03 for attachment 
avoidance; eta squared = 0.04 for SWLS; eta squared = 0.03 for SPANE-P, 
based on criteria suggested by Cohen (1992), in which a score lower than .2 
indicates a small effect). Additionally, females had significantly higher scores 
on SPANE-P than males, with a small effect size (eta squared = 0.03). These 
factors were not adjusted for within this study; however, due consideration is 
given to the links with having a romantic partner within the discussion section. 
Hypotheses
Hypothesis 1: Lower levels of attachment anxiety and attachment 
avoidance will be positively associated with higher SWB for students in the 
transition to university.
The relationships between attachment anxiety and measures of SWB 
were investigated using Pearson product-moment correlation coefficients as 
these variables were approximately normally distributed (as described 
previously). Table 4 shows that lower levels of attachment anxiety were 
significantly correlated with higher levels of SWB (as measured by SWLS, 
SPANE-P, SPANE-N, and SPANE-B) with a medium effect size (based on 
criteria suggested by Cohen (1992) in which 0.1 indicates a small effect, 0.3 
indicates a medium effect, and 0.5 or above indicates a large effect). Lower 
levels of attachment avoidance were significantly correlated with higher levels 
on all of the SWB measures with small to medium effects. The strength of 
these correlations was higher for attachment anxiety than attachment avoidance. 
The measures of SWB were also highly correlated with each other as they are 
measuring a similar construct.
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Table 4
Correlation Matrix Displaying Pearson’s Correlation Coefficients between 
Measures
ECR
avoidance
SWLS SPANE-P SPANE-N SPANE-B
ECR anxiety 0.432** -0.475** -0.467** 0.459** 41518**
ECR avoidance - -0.417** -0.411** 0.237** 41360**
SWLS - - 0.712** -0.571** 0.717**
SPANE-P - - - -0.592** 0.886**
SPANE-N - - - - -0.899**
N=  179
* Correlation was significant at the 0.05 level (two-tailed)
**. Correlation was significant at the 0.01 level (two-tailed)
To examine whether attachment anxiety and attachment avoidance 
interacted together to affect SWB, a series of regression models were fitted. As 
expected from the correlations, the models explained a significant amount of 
variance. However, there was no evidence of any significant interaction effect 
for any of the SWB variables (SWLS: F(l,175)=0.002,p=.97; SPANE-P: 
F(l,175)=1.661,p=.20; SPANE-N: F(l,175)=0.001,/? = 98; SPANE-B: 
F(l,175)=0.524,/? =.47), suggesting that attachment anxiety and attachment 
avoidance largely had independent effects on SWB in this sample.
Hypothesis 2: Students who have transferred attachment functions 
from parents to peers (in line with the sequential hypothesis and the 
“optimal” stage of transfer, in which peers are utilised for proximity- 
seeking and safe haven functions, but the secure base function remains 
with parents) will experience higher SWB in the transition to university 
The sequential hypothesis
Prior to exploring Hypothesis 2, the data were checked as to whether the 
sample follows the sequential hypothesis (i.e. that the functions of proximity-
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seeking, safe haven, and secure base are transferred in a step-wise fashion) at a 
group level. Table 5 presents the number (and percentage) of participants who 
chose each attachment figure as their first choice for each of the items. For 
example, the first proximity-seeking item was “Who do you most like spending 
time with” and 149 participants (83.3%) chose partner or friend. Visual 
inspection showed that a higher percentage chose peers (i.e. partner or friend) 
for proximity-seeking and safe haven items, and a higher percentage chose 
parents (i.e. mother or father) for secure base items, which was in line with the 
sequential hypothesis. Interestingly though, parents were turned to more for the 
second proximity-seeking item than safe haven items, which may be because 
the item asked who they do not like to be away from at a time at which they 
may have just moved away from home. These finding are also represented in 
Figure 5, in whieh attachment to mother and father were aggregated in to a 
group called “parent”, attachment to partner and friend was grouped as “peers”, 
and “others” were put into a separate category.
Table 5
Number o f Participants Choosing each Attachment Figure fo r  WHO-TO Items
A/= 179 Mother Father Partner Friend Sibling Other No-one
Proximity-seeking
item
13 (7.3) 1 (0.6) 76 (42.5) 73 (40.8) 14 (7.8) 1(04% 1 (0.6)
Proximity-seeking 
2"  ^item
58 (32.4) 7(3.9) 62(344i) 25(14) 17 (9.5) 1 (0.6) 9(5)
Safe haven item 40 (22.3) 3(T 7) 61 (34.1) 57 (31.8) 10(5d% 1(04% 7 (3.9)
Safe haven 2"  ^item 20(11.2) 2 (1.1) 48 (26.8) 79 (44.1) 15 (8.4) 0 15(84%
Secure base E* 
item
90 (50.3) 16(8.9) 41 (22.9) 19(10.6) 10(54% 1(04% 2 (1.1)
Secure base 2"  ^
item
76 (42.5) 11 (6.1) 32(17.9) 38(21.2) 12 (6.7) 2 (1.1) 8 (4.5)
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T SH2
Q SHI
1 other
■ peer
■ parent
50 100
Number of participants
150
jV=179
F/gwre 5: Bar chart to show how many participants chose peers, parents or 
other for each of the WHO-TO items (SB = secure base; SH = safe haven; P = 
proximity-seeking).
The sequential hypothesis and SWB
Table 6 presents the attachment transfer groups (i.e. the various 
attachment function combinations from the WHO-TO scale) and their mean 
attachment and SWB scores. As shown in Table 6, most participants were in 
groups that are in line with the sequential hypothesis at an individual level (i.e. 
the functions of proximity seeking, safe haven, and secure base are transferred 
in a step-wise fashion). In order to facilitate further analysis, the groups were 
combined intuitively to create four attachment transfer groups: an “optimal” 
group (who turned to peers for proximity-seeking and safe haven functions and 
a parent for the secure base function, as this has been found to be “optimal” in 
previous literature); a group that turned to “peers” for all three attachment 
functions; a group in which the individual turned to “parents” for two or more 
attachment functions; and those that turned to “others”.
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The “optimal” group showed fairly high mean SWB scores across all 
measures, as hypothesised. Those who turned to siblings also showed high 
mean SWB scores. The participants who turned to “parents” for two or more 
attachment functions generally had lower SWB scores. With regards to 
attachment style, the “optimal” group had fairly low attachment anxiety and 
attachment avoidance scores. Those who turned to siblings also had low 
attachment anxiety scores but average attachment avoidance scores. The 
“parents” group had higher mean attachment anxiety and attachment avoidance 
scores. Those that turned to no-one showed fairly high mean attachment anxiety 
and attachment avoidance scores but fairly average SWB scores.
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Figure 6 presents means with error bars to facilitate visual comparison 
of SWB scores between the four attachment transfer groups. There was a 
consistent pattern across the SWB scores in which the “optimal” group had the 
highest mean SWB scores, but this overlapped considerably with the “peers” 
and “others” groups when the 95% confidence intervals were compared. It 
appeared that the “parents” group (i.e. those that turned to parents for two or 
more attachment functions) consistently had lower mean SWB scores, although 
there was still some overlap with the other groups. Figure 7 shows the means 
with error bars to facilitate visual comparison of attachment scores between the 
groups. This showed the same pattern, and the “parents” group had the highest 
mean attachment anxiety and avoidance scores.
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A series of ANOVAs were conducted to explore whether the differences 
between the four combined attachment transfer groups’ mean SWB and 
attachment scores were significant. Visual inspection of histograms of the 
standardised residuals showed that they were approximately normally 
distributed (see Appendix L) and homogeneity of variance was checked using 
Levene’s test. The effect of attachment transfer group on SWB was 
approaching significance for SWLS (F(3,175)=2.60,/? =.05, eta squared = 0.21) 
and SPANE-B (F(3,175)=2.80,/? = 04, eta squared = 0.21). There was a 
suggestion of some difference between groups for SPANE-P (F(3,175)=2.22,/? 
=.09), SPANE-N (F(3,175)=2.40,/> =.07), and attachment anxiety 
(F(3,175)=2.27,/> =.08). There was a difference between groups in attachment 
avoidance with a small effect (F(3,175)=3.78,/? =.01, eta squared = .25).
Figures 6 and 7 suggest where the differences lie and these were investigated 
further using Bonferroni adjustments of the alpha levels. The differences 
approaching statistical significance were between the “parents” and “optimal” 
groups (see Table 7).
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Table 7
Comparison o f means with Bonferroni Adjustment to Show Differences between 
Attachment Transfer Groups in Scores on SWB and Attachment Measures
The groups being 
compared
SWLS SPANE-
P
SPANE-
N
SPANE
-B
ECR
anxiety
ECR
avoidance
Others Parents MD 3.48 1.11 -2.07 3.18 -0.27 0.02
P .32 1 .44 .67 1 1
Others Peers MD 0.37 -0.51 -0.54 0.03 0.08 0.33
P 1 1 1 1 1 .27
Others Optimal MD -0.33 -1.06 0.32 -1.39 0.17 0.42
P 1 1 1 1 1 .09
Parents Peers MD -3.11 -1.62 1.53 -3.15 0.36 0.32
P .13 .30 .48 .22 .20 .18
Parents Optimal MD -3.81 -2.17 2.40 -4.56 0.45 0.41
P .047* .077 .056 .026* .07 .049*
Peers Optimal MD -0.70 -0.55 0.86 -1.41 0.09 0.09
P 1.08 1 1 1 1 1
N=  179
* Mean difference between the two groups (MD) was significant at .05 level 
(two-tailed)
Overall, it seemed that those who had transferred the attachment 
functions of proximity-seeking and safe haven to peers, but whose secure base 
attachment function remained with their parents, experienced higher SWB 
during the transition to university; however, this was a fairly complex picture 
and there was considerable overlap between groups. More clearly, it seemed 
that those who had not transferred many attachment functions to peers had 
lower SWB scores and higher attachment avoidance scores.
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Associations between demographic variables and attachment transfer
groups
Table 8 shows the number and percentage of each demographic variable 
group within each attachment transfer group and new peer group. A series of 
chi-square tests were conducted to explore whether various demographic 
variables were associated with the attachment transfer groups. These indicated 
that there were no significant associations between attachment transfer group 
and: gender (x^(3, n=\19)=2.01,p  =.56), whether they had taken a gap year 
(xX3, ^=179)=6.18, ^ =. 10), whether they were an overseas student (x^(3, 
^=179)=1.04,/?=.79), whether they were living at home (x^(3, M=179)=3.19, 
^=.36), whether they were a psychology student (x^(3, ^=179)=5.18,/?=.16), 
and whether they were White British (x^(3, n=179)=0.10, p=.99). An ANOVA 
showed that there were no significant differences between the mean ages of the 
attachment transfer groups (F(3,175)=1.41,/?=.24) and, because of concerns 
about the distribution of age, a non-parametric alternative was conducted 
(Kruskal-Wallis test) and this gave a similar result. However, a chi-square test 
for independence showed that there were significant associations between 
whether one had a romantic partner and attachment transfer group (x^(3, 
77=179)=29.46,/?<.001). Of those with a romantic partner (n=92), 59.8%
(n=55) were in the “peers” group, compared with 28.3% (n=26) in the 
“optimal” group, 7.6% (n=l) in the “parents” group, and 4.3% (n=4) in the 
“others” group.
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Hypothesis 3: Students who have a new peer at university within 
their attachment network will experience higher SWB in the transition to 
university
Independent-samples t-tests were conducted to compare the attachment 
and SWB scores for those with and without a new peer from university within 
their attachment network (i.e. in the lists of up to five names for any of the 
items). As shown in Table 9, those who had a peer in their network had 
significantly lower mean attachment avoidance scores (eta squared = 0.049) and 
higher mean SWB scores as measured by SPANE-P (eta squared = 0.049), 
SPANE-B (eta squared = 0.037) and SWLS was approaching significance (eta 
squared = 0.02), as hypothesised. For further exploration, those who turned to 
no-one for one of the attachment functions were compared to those who did 
not. This group had significantly higher mean levels of attachment avoidance 
(eta squared = 0.09) and significantly lower mean levels of SWB scores across 
all measures (with small effect sizes). Those who turned to a sibling first for 
one of the attachment functions were also compared to those who did not, and 
the groups were found not to differ significantly on measures of attachment or 
SWB.
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Table 9
Mean Attachment and SWB Scores Compared between New Peer, No-one, and 
Sibling Groups
»(% ) ECR
anxiety
ECR
avoidance
SWLS SPANE
-P
SPANE
-N
SPANE-
B
Peer in Y=137 (76.5) 2.74 2.66 23.94 22.33 16.43 5.90
network N=42 (23.5) 2.79 3.01 21.86 20.38 17.60 2.79
t -0.43 -3.03 7.92 3.07 -7.67 2.60
P .67 .003** .056 .003** .096 .07**
Turned to Y= 25(14) 2.99 3.25 20.32 20.40 18.16 2.24
no-one N=154 (86) 2.71 2.66 23.96 22.11 16.47 5.64
t 7.70 4.37 -2.20 -2.73 7.99 -2.32
P .09 .0 0 * .036* .034* .043* .022*
Turned to Y=33 (18.4) 2.90 2.88 23.27 21.30 17.00 4.30
sibling N=146 (81.6) 2.72 2.71 23.49 22.00 16.64 5.36
t 7.27 7.34 -0.73 -0.96 0.47 -0.30
P .23 .18 .35 .34 .64 .43
N =  179, df=  177 
* Indicates p  < .05 (two-tailed)
** Indicatesp < .01 (two-tailed)
Associations between demographic variables and new peer groups 
A series of chi-square tests for independence were conducted to explore 
whether certain variables affect whether one has a new peer within their 
attachment network (see Table 8). These indicated that there were no 
significant associations between having a new peer in their attachment network 
and: gender (%^ (1, ti=179)=1.54,/?=.22), whether they had a romantic partner 
(%^ (1, t7=179)=0.83,/?=.36), whether they had taken a gap year (x^l, 
t7=179)=0.12,/?=.73), whether they were an overseas student (x^(l, 
t7=179)=0.42,/?=.52), whether they were living at home (x (^ 1, t7=179)=0.21, 
p=.65), whether they were a psychology student (xXL 77=179)=0.80,/?=.37),
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and whether they were White British (x^(l, «=179)=0.33, p^.51). An ANOVA 
showed that there were not a significant difference between the mean age of 
those with a peer in their attachment network and those without (F(3,175)=0.77, 
/>=.51) and a non-parametric alternative (Kruskal-Wallis test) gave a similar 
result.
Hypothesis 4: The relationship between attachment style and SWB 
in the transition to university will be mediated by the transfer of 
attachment functions from parents to peers.
General attachment style 
- Anxiety 
Avoidance
General attachment style 
- Anxiety 
Avoidance
SWB
Satisfaction with life 
Positive affect 
Negative affect
SWB
Satisfaction with life 
Positive affect 
Negative affect
Transfer of attachment functions
- “Optimal” stage of transfer (peer, 
peer, parent)
New peer within network
- (“Parents” group)
Figure 8: Diagrammatic representation of the total effect (c) of attachment style 
on SWB, and the hypothesised model in which this association is potentially 
mediated by the transfer of attachment functions, thus illustrating the direct 
effects (c’) and indirect effects (a x b).
The variables examined as potential mediators were whether the transfer 
of attachment functions was at the “optimal” stage for this age group (in which 
peers are utilised for proximity-seeking and safe haven functions, but the secure 
base function remains with parents) and whether there was a new peer in the 
attachment network or not. Due to the finding that the group who turned to 
“parents” for two or more attachment functions had the lowest mean scores on
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SWB and high mean attachment anxiety and avoidance scores, this was 
included as a third binary mediator (although n was fairly small and thus 
findings were treated with caution).
In order to explore mediation effects, a method based on a causal steps 
approach was utilised (Baron & Kenny, 1986). This was based on four criteria 
which are detailed below. The criteria describe each of the pathways within the 
mediation model. These have been explored in examining Hypotheses 1, 2, and 
3 and the associations that were established will be summarised below. 
Additionally, Tables 10, 11, and 12 present the regression coefficients for the 
various paths of the mediation models that were tested. The histograms of the 
residuals for each pathway of the regression model were examined and were 
approximately normally distributed. A number of these paths showed 
significant results and will be summarised within the relevant criteria below. 
The study aimed to assess whether a significant amount of the association 
between the independent variable (IV) and dependent variable (DV) passed 
through the mediator (M) and this is known as the indirect effect.
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1. The first criteria is that the IVs must be associated with the DVs 
(path c in Figure 8) to show that there is an effect that may be mediated. In this 
case, attachment anxiety and attachment avoidance were significantly 
correlated with measures of SWB (see Hypothesis 1). Further, Tables 10, 11 
and 12 show that these were significant within the mediation analyses.
2. Secondly, the IVs must be associated with the mediator variables 
(path a in Figure 8). This research found that the “optimal” attachment transfer 
group had low mean scores of attachment anxiety and avoidance, the “parents” 
group had high mean scores of attachment anxiety and avoidance, and these 
groups differed significantly on attachment avoidance but not attachment 
anxiety (see Hypothesis 2). The research also found that those with a peer in 
their network had significantly lower attachment avoidance than those without 
(see Hypothesis 3). The mediation analyses in Tables 10 and 11 support these 
findings as attachment avoidance (but not attachment anxiety) was a significant 
predictor of being in the “optimal” group and of having a new peer. Both 
attachment dimensions were significant predictors of being in the “parents” 
group (Table 11).
3. Thirdly, the mediator variables must be associated with the DVs, 
controlling for the IVs (path b in Figure 8). Hypothesis 2 found that the 
“optimal” attachment transfer group had high mean SWB scores, the “parents” 
group had low mean SWB scores, and these groups differed significantly on 
SWLS and SPANE-B but not SPANE-P or SPANE-N. Hypothesis 3 found that 
those with a peer in their network had significantly higher SWB than those 
without. However, the IVs (i.e. attachment anxiety and attachment avoidance) 
were not controlled for within these hypotheses. Tables 10, 11 and 12 present 
the regression coefficients for the effect of the mediators on the DVs, 
accounting for the effect of the IVs, and very few of these were found to have a 
significant effect.
4. Finally, the effect of the IVs on the DVs, controlling for the mediator 
was explored (path c’ in Figure 8). Partial mediation is inferred if c’ is smaller 
than e in this final stage, thus suggesting that a significant amount of the
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association passes through the mediator. A General Linear Model showed that 
controlling for attachment transfer group slightly reduced the effect of 
attachment style on SWB, possibly suggesting that the transfer of attachment 
functions from parents to peers may be a very weak mediator of the relationship 
between attachment style and SWB. As shown in Tables 10, 11 and 12, c' is 
slightly smaller than c in all cases, which is in the right direction to indicate 
there may be some mediation.
In order to consider whether c’ was significantly different from c, a 
formal test was utilised to calculate the indirect effect and whether this was 
significant. This was based on lacobucci’s (2012) solution when a mediator is 
binary, in which standardised regression coefficients are used (because a 
logistic regression was used to estimate path a). There are some potential 
criticisms of this new approach (MacKinnon & Cox, 2012) and sample size 
calculations to determine power had been done based on use of the Sobel test. 
Further, the causal steps approach itself can be criticised, for example due to its 
low power (Hayes, 2009). Hayes (2009) advocates bootstrapping methods to 
estimate indirect effects without distributional assumptions about the indirect 
effect, and Fritz and Mackinnon (2007) show that these methods are also the 
most statistically powerful. However, there were no bootstrapping macros 
available for a situation in which the mediator is binary, as in the present study 
(A. Hayes, personal communication, 1 March 2013). The M-Plus programme 
may be able to conduct an appropriate analysis (MacKinnon, 2008) but was not 
available at the university. Therefore the causal steps and lacobucci (2012) 
methods were used. Further research in this area is needed; however, the 
method outlined above was deemed the best available method and findings 
were treated with caution.
As shown in Tables 10, 11 and 12, the indirect effects were not 
statistically significant based on laeobucci’s (2012) formula, suggesting that the 
transfer of attachment functions did not significantly mediate the association 
between attachment style and wellbeing. However, the indirect effects were 
highest for the models where being in the “parents” group compared to not
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being in the “parents” group was the mediator. This was particularly apparent 
when this variable was considered as a mediator of avoidance and SWB.
Discussion
There is extensive research which demonstrates the importance of 
attachment style in relation to wellbeing throughout the lifespan. This may be 
particularly significant at times of potential attachment threat, such as the 
transition to university. However, less research has considered normative 
processes and the role of the transfer of attachment functions from parents to 
peers. This study aimed to increase understanding of the normative process of 
attachment transfer, and its link with attachment style and SWB during the 
transition to university.
The following section will discuss the findings of this study in relation 
to the hypotheses. The findings will then be considered in the context of 
previous research. Next, the strengths and limitations of the study will be 
considered and suggestions made for future research. Finally, the clinical 
implications of the findings will be discussed.
Summary of Results
Firstly, the study tested the hypothesis that lower levels of attachment 
anxiety and attachment avoidance would be positively correlated with higher 
SWB. Results from the correlation analysis supported this across all measures 
of SWB. The strength of these correlations was higher for attachment anxiety 
than avoidance, suggesting that individuals with high attachment anxiety may 
particularly struggle during the transition to university (although it is possible 
that avoidant individuals are less likely to report being unhappy). Results from 
regression models showed that the interaction between anxiety and avoidance 
did not have a significant effect on SWB, whieh implies that these two 
dimensions had independent effects and were not largely influenced by each 
other within this sample.
Secondly, the study investigated whether students who have transferred 
the attachment functions of proximity-seeking and safe haven to peers, but 
whose secure base attachment function remains with their parents (i.e.
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“optimal” stage of transfer), experienced higher SWB in the transition to 
university. Results showed that this “optimal” group had relatively high mean 
SWB scores across all measures, although there was significant overlap 
between all groups when the 95% confidence intervals were compared. 
However, the “optimal” group differed significantly from the “parents” group 
(i.e. those who turned to parents for two or more attachment functions) on 
SWB, as measured by SWLS and SPANE-B. Further, the “parents” group 
consistently had lower observed mean SWB scores, which is a new finding and 
indicates that this group requires further attention. With regards to attachment 
style, the “optimal” group had relatively low mean attachment anxiety and 
avoidance scores. The latter was significantly different from the “parents” 
group, suggesting that these individuals are more avoidant of relationships. 
There was a wide range of scores across attachment style and SWB within the 
“others” group. This group was made up of those who turned to “siblings”, 
“others”, and “no-one” and so it may be interesting for future research to 
consider these groups separately (which would require a bigger sample size). 
Interestingly, the group who turned to “no-one” had average SWB scores but 
high attachment anxiety and avoidance, so the question remains whether they 
are satisfied without relationships or whether they do not report their 
unhappiness.
Thirdly, the study explored whether those with a new peer at university 
within their attachment network experienced higher SWB in the transition to 
university. Results from t-tests indicated that they had higher SWB (as 
measured by SWLS, SPANE-P and SPANE-B) and lower attachment 
avoidance.
Finally, the study investigated the hypothesis that the relationship 
between attachment style and SWB was mediated by three measures of the 
transfer of attachment functions from parents to peers (i.e. being at the 
“optimal” stage of transfer; having a new peer from university in one’s 
attachment network; and not being in the “parents” group, who have two or 
more attachment functions remaining with parents). Associations between the
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separate paths were established in the previous hypotheses and through a series 
of multiple regression analyses. Although findings were in the right direction, 
the indirect effects calculated were small and were found to be non-significant, 
so there was little evidence to suggest mediation. However, the indirect effects 
were highest for the model in whieh being in the “parents” group mediated the 
relationship between attachment avoidance and SWB. This tentatively 
indicates that individuals with high attachment avoidance may have lower 
wellbeing partly through finding it difficult to separate from their parents and 
turn towards others to fulfil attachment needs. These findings should be treated 
with caution as a novel method based on lacobucci’s (2012) formula was used 
to examine whether the indirect effect was significantly different from zero and 
there are a number of potential criticisms of this method (as previously 
discussed).
A number of factors (including age, gender, ethnicity, having had a gap 
year, having been an overseas student, having lived at home, and having been a 
psychology student) were found to have a limited association with attachment 
style scores, attachment transfer group, whether one has a new peer in their 
attachment network, and SWB scores. However, having had a romantic partner 
was associated with these variables. Those with a romantic partner were found 
to have significantly lower attachment avoidance, they were significantly more 
likely to be in the “peers” attachment transfer group, and they had significantly 
higher SWB. This suggests that a romantic relationship, facilitated by having 
lower attachment avoidance, may be a protective factor during the transition to 
university.
In summary, the findings supported the hypotheses in that low 
attachment anxiety and attachment avoidance and the transfer of attachment 
functions from parents to peers were associated with higher SWB during the 
transition to university. This was advanced by the finding that having two or 
more attachment functions remaining with parents was associated with lower 
mean SWB scores and higher mean attachment avoidance scores. However, 
there was little support for the hypothesis that attachment transfer mediates the
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relationship between attachment style and SWB. These findings advance our 
theoretical understanding of, and gather empirical support for, normative 
processes within adult attachment theory at this developmental stage. They 
highlight the significance of attachment relationships for our wellbeing and 
have practical implications for supporting students during this potentially 
challenging transition.
Previous Research
Findings from this study that lower levels of attachment anxiety and 
attachment avoidance (i.e. a “secure” attachment style) were associated with 
higher SWB corroborate those from previous research. Mattanah et al. (2011) 
concluded that attachment style was related to successful adjustment in a meta­
analysis of 156 studies that utilised a variety of measures (although the overall 
effect size was small to medium). For example, Stewart and Podbury (2003) 
found that having a secure attachment style was predictive of general wellbeing 
during the transition to university. In the current study, attachment anxiety was 
more strongly associated with SWB than attachment avoidance. This pattern 
was also found in research by Zhang et al. (2011). However there have been 
mixed findings (e.g. Carr et al. 2013) and this would be an interesting area for 
further exploration.
This research supports the sequential hypothesis (i.e. that individuals 
transfer the attachment functions of proximity-seeking, safe haven, and secure 
base in a step-wise fashion), which is consistent with previous research (e.g. 
Fraley & Davis, 1997; Zhang et al., 2011). This was demonstrated at a group 
level because a higher percentage of participants turned to peers for proximity- 
seeking and safe haven functions, and more turned to parents for the secure 
base function. The previous studies also utilised a Guttman scaling analysis, 
which illustrated that the transfer of attachment functions went in the sequential 
order on an individual level as the majority of participants fitted a limited set of 
response patterns. However, as described previously, this was deemed too 
reductionist and was not utilised in the present research. Instead a more 
descriptive approach was taken so that all possible patterns from the WHO-TO
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data could be explored. This research found that 86% («=156) of the sample 
followed a sequential pattern at an individual level, and only 2.8% («=5) 
followed a pattern contrary to the sequential pattern as the remainder were 
attached to siblings, no-one or others (rather than just parents and peers). This 
could not be calculated in research by Fraley and Davis (1997). Zhang et al.
(2011) found that 10.2% did not fit the sequential pattern, which may be a 
feature of the Eastern culture they studied.
The aforementioned research was cross-sectional and thus, as in the 
current study, the sequential nature is inferred because this design cannot 
measure changes as they unfold over time. Friedlmeier and Granqvist (2006) 
also found support for the sequential hypothesis in a cross-sectional part of their 
study; however, they also conducted prospective longitudinal research which 
monitored attachment transfer over 1 2 - 1 5  months. They found that patterns 
of change occurred in both directions between time one and two (i.e. both from 
parents to peers and from peers to parents). This suggests that there is 
fluctuation in attachment transfer during this developmental stage and that it 
may be more complex than a simple sequential pattern. This may be because 
peer relationships may not be stable during this stage. There may also be an 
impact of relationship termination or other life events (as in research by 
Doherty & Feeney, 2004, who studied a more diverse sample with regards to 
agef
This research showed that the transfer of attachment from parents to 
peers was associated with higher SWB. Limited previous research has 
investigated this association; however, this finding is in line with research by 
Zhang et al. (2011). Zhang et al. (2011) reported that the transfer of attachment 
functions was associated with lower loneliness and higher positive affect 
(although there was no difference for negative affect). These authors used 
similar measures to the present research but grouped the WHO-TO data slightly 
differently, in that they did not consider all possible combinations and they 
excluded “others” from the analyses. They found that the group who had only 
transferred the proximity-seeking function to peers had the highest wellbeing.
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This differed from findings in the current study that having two or more 
attachment functions remaining with parents was associated with lower SWB 
and higher attachment anxiety and avoidance. This difference may partly be 
explained by differences in how the data were grouped. Further, it may be due 
to differences in the sample as Zhang et al. (2011) conducted their study in a 
collectivist culture and a smaller percentage of the sample had a romantic 
partner.
With regards to the link between attachment transfer and attachment 
style, this study showed broadly that those who had transferred attachment 
functions to peers had lower attachment anxiety and avoidance. This was in 
line with the IWM hypotheses, as in research by Fraley and Davis (1997) who 
found that a secure attachment style was (weakly) correlated with the transfer of 
attachment functions. Further, the findings in this research indicated that a 
secure attachment style may affect the timing or degree of attachment transfer 
as the “optimal” group (who has transferred subordinate functions, but whose 
secure base remained with their parents) had the lowest attachment anxiety and 
avoidance. There have been mixed findings in previous research and other 
researchers have found support for the compensatory hypothesis, which 
suggests that individuals with an insecure attachment style may transfer 
attachment functions to peers earlier in order to fulfill unsatisfied attachment 
needs (Markiewicz et ah, 2006). Others have proposed that there are individual 
differences between those with an avoidant style and those with an anxious 
style (Fraley & Davis, 1997). Interestingly, in the current study, attachment 
anxiety seemed to be more associated with SWB and attachment avoidance 
seemed to be more important in terms of attachment transfer. This has not been 
considered in previous research and would be interesting to explore further.
There is limited previous research investigating whether having a new 
peer in one’s attachment network is beneficial to wellbeing in the transition to 
university. However, Stewart and Podbury (2003) found that not having made 
a friend was predictive of increased stress during the transition to university.
This corroborates findings from the present study that having a new peer in
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one’s attachment network was associated with higher SWB (as higher stress is 
likely to be negatively associated with wellbeing).
This study found little empirical support for the hypothesis that the 
relationship between attachment style and SWB was mediated by the transfer of 
attachment functions. This has not been investigated directly in previous 
research. However, associations between these variables were found in the 
current study and similar links have been shown in previous research. For 
example, Mayseless (2004) found that having a secure attachment style 
correlated with having transferred all attachment functions to peers and better 
adjustment, although this investigated the mandatory transition when leaving 
home for the military in a male Israeli sample. Further, these researchers found 
that low hardiness (which was conceptualised as lacking the capacity to 
withstand hardship and cope well with adversity) mediated the relationship 
between insecure attachment style and poor adjustment, which may be a factor 
that could be explored further in future research.
This research found limited associations between variables such as age, 
gender or ethnicity and attachment style, attachment transfer group, or SWB. 
Previous research also indicates that there is little association between these 
variables and attachment style or wellbeing. For example, in a large meta­
analysis of 156 studies, Mattanah, et ah, (2004) found that there was little effect 
of gender or ethnicity on wellbeing. However, there are mixed findings 
regarding the effect of these variables on attachment transfer. Some studies 
have also found that the transfer of attachment functions was not affected by 
age or gender (Mayseless, 2004; Trinke & Bartholomew, 1997). However, 
these studies investigated a limited age range whereas, in a more varied age 
sample, Markiewicz et ah (2006) found that older individuals were more likely 
to have transferred attachment functions.
However, this study found that having a romantic partner was associated 
with these variables, in that this group had lower attachment avoidance, were 
more likely to be in the “peers” transfer group, and had higher SWB. Much 
previous research has shown that attachment transfer is associated with having
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a romantic partner, especially if this relationship is of a longer duration (e.g. 
Fraley & Davis, 1997; Friedlmeier & Granqvist, 2006). Hefferman et al.
(2012) also found that relationship duration was associated with attachment 
transfer to peers; however, there was little change in attachment transfer over a 
15 month period in a longitudinal aspect of the study, therefore they suggested 
that the effect of duration may actually be due to age. With regards to 
wellbeing, Zhang et al. (2011) found that this did not differ by whether one had 
a romantic partner, which is different to findings in the current study. This may 
be because a smaller proportion of their sample had a romantic partner or may 
be linked to the different culture being studied.
Strengths, Limitations, and Ideas for Future Research
It is important to consider the strengths and limitations of this study and 
this can lead to suggestions for future research. The study adopted a cross- 
sectional design and utilised self-report measures to investigate attachment 
transfer in university students. Thus, there are potential limitations regarding 
the design, sample, measurement, and other possible influencing factors.
Design
This study attempted to understand the associations between attachment 
style, attachment transfer, and SWB. However, it utilised a cross-sectional 
design and measured these constructs at one time-point so causal effects could 
not be concluded (although the direction could tentatively be hypothesised 
based on theory). For example, it is not clear whether having formed a new peer 
relationship made individuals happier or whether people who were happier 
were more likely to have formed a new peer relationship, and it is likely that 
this is bi-directional. Further, feeling happier may have impacted upon an 
individual’s self-report of attachment and relationships. It may be interesting 
for future research to gather data at different time points across the first year of 
university and explore any possible changes. Further, future research could 
employ a longer-term longitudinal design to: explore possible within-person 
change over time in attachment style; elucidate the attachment transfer process 
as it unfolds over time within an individual; consider the impact of these factors
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on wellbeing over time; and, unravel complex causal relationships between 
these variables. However, there are challenges to conducting longitudinal 
research, such as time and resource constraints and loss at follow-up.
Sample
The sample in this research was first-year undergraduate students at a 
university in the South of England. This may not be generalisable to all 
university students, as those who attend this university are largely white British 
and middle class. A large majority of the sample reported their ethnicity as 
White British («=142; 79.3%); therefore it is not possible to ascertain whether 
ethnicity had an effect on findings. Future cross-cultural studies may elucidate 
any potential differences (Lopez, 2009). Further, it is unlikely to generalise to 
all individuals at this developmental stage, as a proportion of young people do 
not attend university. Therefore, it would be interesting to examine young 
people’s leaving home trajectories outside of higher education. Those who go 
to university are likely to be more highly educated, of a higher socioeconomic 
status, and it may be that they are more reliant on parents financially. Although 
few studies have investigated the differences thus far, Mattanah et al. (2011) 
report that similar patterns have been found in those that do not attend 
university and suggest that it may be the developmental stage rather than the 
transition to university that triggers attachment transfer. However, studies are 
yet to directly compare these groups so it would be useful for future research to 
consider this.
Recruitment aimed to gather responses from as many students as 
possible. Using an internet-based survey was effective for recruiting 
participants in this population and the resulting sample size was large and 
allowed the analysis to be undertaken with sufficient power. However, a 
potential limitation of such research is selection bias. Those who chose to take 
part in the study may not be representative of all students. For example, a large 
majority were female, and it may be that efforts need to be made to recruit more 
males in future research so that gender differences can be considered further.
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Measurement
It is important to consider measurement issues within this research. 
Firstly, it should be highlighted that the research took a critical realist position 
and accepted that concepts exist and can be defined and measured across 
populations (Bryman, 2004). Data sets were obtained via self-report 
questionnaires. There are some biases inherent within these, for example 
response bias, in which participants may give socially desirable answers. It was 
hoped this would be minimised as questionnaires were completed individually 
and anonymously online. However, I had no control over the conditions in 
which people completed this study within their individual environments, which 
is a challenge of internet research (BPS, 2007). Self-report measures can also 
be susceptible to mood state. For example, if someone has recently argued with 
a partner this may affect their responses and if they are feeling unhappy they 
may recall and report being less happy. It has been suggested that emotions 
may not be captured accurately within self-report measures. It may be that 
future studies could consider the use of observations or behavioural measures, 
for example involvement in clubs as an indicator of psychosocial wellbeing 
(Carr et ah, 2013).
Attachment is an extremely complex construct and it can be considered 
reductionist to measure and label it; however, it is valuable to define the 
construct so that it can be investigated. In this study, attachment anxiety and 
avoidance were conceptualised as separate dimensions (as opposed to 
categorising them as styles), which is thought to be less restrictive and allow 
more detailed consideration of the two dimensions. However, it can be 
problematic to compare research that has utilised different conceptualisations. 
There is debate regarding how attachment style should be measured and it can 
be argued that questionnaires do not capture unconscious aspects of attachment 
(Rholes & Simspon, 2004). Individuals may consciously or unconsciously 
modify their responses based on defences (e.g. avoidant individuals may be 
unaware of this or may be less likely to report sadness accurately). Therefore, 
some claim that interview-based measures are more indicative of true
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attachment style. One such measure is the AAI, which was used in research by 
Friedlmeier and Granqvist (2006). However, these measures are not without 
their criticisms. It is expensive and time-consuming to train in the AAI and to 
conduct interviews, thus its use was not viable in the current study. These 
approaches measure slightly different aspects (i.e. interviews reflect on early 
experiences of caregiving from parental figures, whereas questionnaires capture 
typical expectations and responses in current relationships). Therefore, it may 
be most useful for future research to incorporate both methods, so that they 
eomplement each other and provide a fuller picture of attachment.
The continuous measures utilised to measure attachment and SWB 
constructs have been well-validated in similar samples to this study. The data 
set elicited from these was largely normally distributed and had good internal 
reliability and similar means to previous research (e.g. Wilkinson, 2011; Pavot 
& Diener, 1993; Diener et ah, 2010). With regards to the measures of SWB, it 
is deemed a strength of the present study that all three domains were assessed.
It should be highlighted that this research took a positive psychological 
perspective and focused on the promotion of wellbeing in a “normal” sample 
(Lopez, 2009). Previous studies have measured stress (e.g. Stewart & Podbury, 
2003), clinical symptoms such as depression (e.g. Carr et ah, 2013), and other 
aspects of adjustment specific to this transition, such as academic performance. 
These could have been included in this research; however, materials were kept 
as brief as possible in order to encourage participation.
The measure of the transfer of attachment functions was restricted due 
to limitations in the WHO-TO scale. This measure is unpublished and the 
items utilised were chosen from previous research, based on face validity 
(which could be subjective). Only two items were used to measure each 
attachment function in this study, as in previous research (e.g. Fraley & Davis, 
1997). There was often variability in the two responses for an attachment 
function, which brings into question its construct validity, and was also 
problematic when it came to coding. Peers were considered as the figure for a 
particular function if they were named as the primary choice for one of the two
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items, as in previous research (Fraley & Davis, 1997; Friedlmeier & Granqvist, 
2006; Zhang et al, 2011). It may have been easier to code using a 12-item 
version, as in research by Feeney (2004), which included separation protest as a 
separate function and had three items for each function. Future research should 
aim to improve the measure of attachment transfer as the items and scoring are 
inconsistent in previous literature and this may impact upon findings. However, 
the WHO-TO is currently the best available measure and the data were used 
more comprehensively in the current study than in previous studies, which were 
deemed to have ignored some of the complexities. However, the present 
research did group friends and romantic partners within “peers” to broadly 
capture the development of a new attachment relationship. There may be 
differences between the two (as a relationship with a romantic partner differs in 
that it is likely to be exclusive and may involve other aspects, such as sexual 
domains) so it may be interesting for future research to separate them and 
explore potential differences.
Within this study, the first person selected for each item on the WHO- 
TO scale was utilised within the analyses. This captures an individual’s relative 
preference for who fulfils an attachment function. Rather than indicating that 
parents are relinquished and replaced as attachment figures, it is likely that 
individuals have adult attachment relationships with more than one person 
(Hazen & Shaver, 1994). It may be that they have one primary attachment 
figure and others further down a hierarchy (Freeman & Brown, 2001). The 
present study allowed participants to name multiple figures for each item; 
however, this was not analysed thoroughly as it was not the focus of this 
research and was only utilised to consider whether there was a new peer from 
university within the attachment network (i.e. within the list of five for an 
item). Further analysis should be done to explore associations with having 
multiple attachment figures (i.e. turning to more than one person for attachment 
ffinctions). This has been considered in some studies, for example Trinke and 
Bartholomew (1997) developed a questionnaire to assess attachment hierarchies 
and found that those with a partner were likely to turn to them first for all
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attachment functions but the majority also turned to their mother second for 
many attachment functions. This may be a useful measure to consider in future 
research, although the instructions were fairly complex and a number of 
participants were excluded because they did not complete it correctly, 
suggesting it may require some adaptation.
Influencing factors
Attachment and SWB are affected by numerous factors and the complex 
relationships amongst them. Some of these were considered in this research 
(e.g. age and gender) and were found to have a limited effect, thus they were 
not explored further. However, others were not captured and some of these 
potential influencing factors will now be considered. Fraley and Davis (1997) 
highlight that contextual relationship factors should not be ignored. The 
forming of attachments is a two-way interaction and adult relationships are 
reciprocal, and thus are likely to be affected by factors such as the accessibility 
of the partner and their ability to meet one’s attachment needs. Fraley and 
Davis (1997) found that the perceived accessibility of the peer, mutual caring, 
and trust resulted in more attachment transfer. It may also be valuable to 
consider the partner’s attachment style. Further, Trinke and Bartholomew 
(1997) suggest that who someone turns to is likely to be situation-dependent. 
Further research could consider creative ways to explore these factors. This 
may be particularly relevant as this research conceptualises attachment in a 
social psychological sense (i.e. as a style of relating that is both reflected in, and 
influenced by, the quality of close adult relationships).
The mediation analyses found that attachment transfer had limited effect 
on the association between attachment style and SWB. Therefore, other 
potential mediators should be considered. Previous research indicates that 
variables such as hardiness, separation-individuation, social support, self­
esteem, emotion regulation, and coping style (Mattanah et al., 2004; Mayseless, 
2004; Simpson, Collins & Salvatore, 2011) may mediate this link and thus 
should be explored further. Additionally, Parade et al. (2010) found social 
anxiety to mediate the relationship between attachment style and relationship
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satisfaction (utilising bootstrapping methods), but only in ethnic minority 
participants (which was a fairly small group and measured participants’ race 
dichotomously as either White or minority).
Despite its limitations, this research has advanced understanding of the 
normative processes within adult attachment theory. It has provided empirical 
support for the sequential hypothesis (i.e. that individuals transfer the functions 
of proximity-seeking, safe haven, and secure base in a step-wise fashion), 
although the complexities were recognised. It also supported the hypotheses 
that secure attachment and the transfer of attachment functions to peers were 
associated with higher SWB during the transition to university.
Future research
Suggestions have been made for how the methodology of this study can 
be advanced in future research. This includes: adopting a longitudinal design, 
utilising interview methods to measure attachment style, improving the WHO- 
TO scale, and enhancing methods for mediation analysis with a binary 
mediator. In this section, some additional ideas for future research will be 
discussed based on the findings from this study.
The findings indicated that remaining attached to parents for two or 
more attachment functions was associated with lower SWB during the 
transition to university. It would be interesting to explore this further. It may be 
that a qualitative approach could be taken to investigate the impact of an 
individual’s relationship with their parents on their development during this 
transition. Additionally, parents’ views could be explored using this approach. 
Limited previous research using qualitative designs was found; however, it may 
be that studies have been conducted but have not been published.
This study also found that individuals who turned to siblings for 
attachment functions had high mean SWB scores. The numbers in this group 
were fairly small so it was difficult to explore this further; however, this could 
be an interesting avenue for future research. Trinke and Bartholomew (1997) 
note that siblings have been recognised as playing an important role in 
socialising and attachment within the developmental literature but research on
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adult attachment styles has tended to neglect this relationship. Siblings are 
typically present throughout an individual’s life so it would be interesting to see 
where they fit within the normative process of adult attachment transfer. It may 
be that they are an important protective factor to consider.
Those who turn to no-one may also be an interesting group to explore 
further. In this study, this was associated with high attachment anxiety and 
avoidance but average SWB scores. This suggests that they may struggle to 
form relationships; however, it is not clear whether this group do not thrive 
from relationships or whether they are unhappy but are reluctant to report this. 
This has clinical implications in terms of whether an individual intervention 
should focus on encouraging the formation of new relationships and developing 
skills to successfully navigate this.
Another avenue to consider for future research is the effect of 
intervention studies at this stage. Some research has begun to explore this, for 
example Mattanah, Ayers, Brand and Brooks (2010) found that a peer-led 
social support intervention had a positive effect on students’ social adjustment 
at university. Further research would be valuable and may benefit from 
exploring how interventions could be tailored and applied to a more general 
prevention programme for use in university populations.
Implications and Applications for Clinical Psychology
Potential implications of the findings will now be discussed. Clinical 
psychologists have long been aware that attachment difficulties may lead an 
individual to being vulnerable to developing mental health difficulties. This 
study investigated normative adult attachment processes in a non-clinical 
sample. The findings can inform our understanding so that wellbeing can be 
promoted and difficulties prevented where possible during this transition. 
Clinical psychologists may play a role in conducting further research in the 
field but may also apply these findings to practice (although tentatively given 
the limitations discussed).
This research furthered our understanding of theory regarding normative 
processes in adult attachment. There was strong support for the sequential
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hypothesis (i.e. that individuals transfer the functions of proximity-seeking, safe 
haven, and secure base in a step-wise fashion), which elucidates our 
understanding of attachment transfer during this developmental stage. The 
findings indicated that it is beneficial to SWB during this challenging transition 
to have transferred proximity-seeking and safe haven attachment functions to 
peers. This may be useful information when working with clients and/or their 
families at this stage so that clinical psychologists can recognise and respond to 
the particular needs of those in the student population. It may be valuable to 
educate individuals, families, professionals, academic staff, and healthcare 
providers about this so that they are aware of how best to engage and assist 
students during this important phase in their development (Cleary et ah, 2011). 
This may involve encouraging some separation from parents (although parents 
should stay actively involved in their children’s lives) and the formation of new 
peer relationships (Parade et ah, 2010). This may be supported with the use of 
peer support programmes and social groups at universities (e.g. Mattenah et ah, 
2010). Stewart and Podbury (2003) concluded that first year on-campus 
students would benefit from initiatives targeting enhancement of on-campus 
social opportunities, development of autonomy, problem-focused coping, 
interpersonal skills and social assertiveness. Therefore, institutions should be 
encouraged to place more emphasis on the relational side of student 
development during the transition to university and promote these programmes, 
which may also improve retention rates at universities. In order for this to be 
possible, clinical psychologists could show leadership skills in advocating for 
more funding for these kinds of support programmes (RCP, 2011).
Clinical psychologists may play a role in supporting individuals who 
struggle during this transition. To promote early intervention, they should work 
closely with educational institutions so that at-risk students can be recognised 
and they can be helped to access support services. This may involve having a 
link worker between mental health teams and institutions for advice and 
consultation. RCP (2011) highlights that institutions should be encouraged to 
have a mental health policy, offer training to staff in recognition, use health
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promotion strategies, and maintain student support services. Parade et al. (2010) 
consider the possibility of screening tools for those at risk of having difficulties 
in forming successful new peer relationships so that support can be put into 
place for them. Findings from this research may also help inform therapeutic 
work (e.g. counselling or relationship counselling) with those who struggle 
during this transition. It is valuable to enquire about relationships in therapeutic 
work and it may be helpful to focus upon skills to assist individuals in forming 
new relationships with peers (Mattanah, et ah, 2011).
Conclusion
This study examined associations between attachment style, attachment 
transfer, and SWB, during the transition to university. Findings showed that 
low attachment anxiety and attachment avoidance and the transfer of 
attachment functions from parents to peers were associated with higher SWB 
during the transition to university. However, there was little support for the 
hypothesis that attachment transfer mediates the relationship attachment style 
and SWB. Findings should be treated with caution due to the limitations 
discussed and further research is suggested to improve the methodology of this 
study (particularly the cross-sectional design of the study and measurement 
issues) and to explore additional factors. This study advanced theoretical 
understanding of, and gathered empirical support for, normative processes 
within adult attachment theory. There are practical implications for institutions 
and clinical psychologists supporting students during this potentially 
challenging transition. It is important to focus on wellbeing during this 
transition, given the increase in students attending university and the high 
prevalence of mental health difficulties at this time.
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Appendices 
Appendix A: Sample Recruitment Poster
Calling all first-year undergraduate students!
I would like to invite all first-year undergraduate students aged 
17 -  21 to participate in a brief online study investigating 
student’s relationships and wellbeing during the transition to 
university.
This study requires just 15 minutes of your time and you will 
have the option of being entered into a prize draw to win 
Amazon vouchers worth £50, £20 or £10!
For further information, please go to the following link: 
http://www.fahs.surrev.ac.uk/survev/relationships/ or contact 
t.dennison@surrev.ac.uk
* This study has received a favourable ethical opinion from the Ethics Committee of the 
Faculty of Arts and Human Sciences at the University of Surrey.
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Appendix B: Sample Recruitment Email
Hello,
My name is Taryn Dennison and I am a Trainee Clinical Psychologist on the 
Doctorate of Clinical Psychology course at the University of Surrey.
As part of my training I am conducting a piece of research investigating 
student’s experiences of relationships and wellbeing during the transition to 
university. This study has received a favourable ethical opinion from the Ethics 
Committee of the Faculty of Arts and Human Sciences at the University of 
Surrey.
I would like to invite all first-year undergraduate students aged 17 to 21 to 
participate in this study. It will take approximately 15 minutes of your time and 
involves completing an online questionnaire. Upon completion, you will have 
the option of being entered into a prize draw to win Amazon vouchers worth 
£50, £20 or £10. Your participation would be greatly appreciated and would 
contribute to our understanding of theories of relationships and may help 
inform services for individuals who experience difficulties during the transition 
to university.
If you would like to take part in the research please click the following link:
http:,7 w w w .fahs.suiT ev.ac.uk/suiw ev/relationships/.
You will be provided with detailed information about the study before you 
decide whether you would like to participate.
Thank you for your time.
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Appendix C: Favourable Ethical Opinion from the Ethics Committee of the 
Faculty of Arts and Human Sciences at the University of Surrey
Faculty of Arts and Human Sciences 
Ethics Committee
Chair’s Action
Ref:
Name of Student:
Title of Project;
Supervisor:
Date of submission: 
Date of re-submission:
691-PSY-11 (with conditions)
TARYN DENNISON
The role of attachm ent in relation to  subjective 
wellbeing for undergraduate  s tu d en ts  during 
the  transition  to university
LINDA MORISON
14™ DECEMBER 2011
The above Project has been submitted to the FANS Ethics Committee,
A favourable ethical opinion has now been given.
Signed:
Di^drian
Chair
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Appendix D: Participant Infonnation Sheet
Introduction
UNIVERSITY O F
SURREY
My name is Taryn Dennison and I am a Trainee Clinical Psychologist at the University 
of Surrey. 1 am conducting this study as part of my graduate training programme in 
Clinical Psychology and I would like to invite you to take part.
This information sheet provides details about the study, why it is being done and what 
it will involve. Please read the following information carefully before deciding 
whether you would like to participate.
What is the study about?
The transition to university can be a challenging time and it is important to investigate 
factors that may affect student’s wellbeing. One factor that will be interesting to 
explore is the role of relationships. During this time, many students move away from 
their home, family and friends and develop new relationships at university. This study 
aims to investigate student’s patterns of relating and how this affects their wellbeing 
during the transition to university.
Why have I been invited to take part in the study?
Y ou have been invited to take part because you have recently started an undergraduate 
degree at the University of Surrey and 1 am interested in your experiences of 
relationships and wellbeing during this transition. All participants must be aged 
between 17 and 21 years.
Do I have to take part?
Y our participation is entirely voluntary. If you do not want to take part, you do not 
have to. There will be no negative consequences as a result of not taking part. If you 
would like any further information in order to make your decision, please contact me 
using the details provided at the end of this information sheet. If you decide to 
participate, you can withdraw from the study at any time by exiting the questionnaire 
and you will not have to give a reason.
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What will I have to do?
If you agree to take part, please tick the box on the study’s homepage to give your 
consent. Y ou will then be taken to the online questionnaire, which should take around 
15 minutes to complete. The first page of the questionnaire requests some 
demographic details. Once you have filled in these boxes, click next at the bottom of 
the page. The following three pages provide short questionnaires. Please read the 
instructions at the top of each page carefully and fill in the boxes as honestly as 
possible. If there are questions that you do not wish to answer you can leave them 
blank. At the end of the questionnaire, you have the option of providing your email 
address if you wish to be entered into a prize draw. This information will be kept 
separately from your answers so that they remain confidential and it will only be used 
to inform you if you have won a prize.
What will happen with my answers?
Your answers will remain confidential. All details (including information about age, 
gender, ethnicity etc.) will be kept anonymous so that those reading it do not know 
who has contributed.
The data gathered will be password-protected and access will be restricted to myself 
and my supervisor. A supervisor is someone senior who ensures that the research is 
being carried out correctly. My supervisor’s name and contact details are provided at 
the end of this sheet. The data will be stored confidentially within the psychology 
department in accordance with the Data Protection Act 1998, for up to ten years.
What happens when the research study is completed?
This study will be completed in July 2013 and a copy will be available in the 
University of Surrey library. My supervisor and I will be seeking to publish the 
findings of the research once it is completed. Reports of research are often published 
in academic journals, which the general public do not tend to see. If you would like 
me to send you a copy of the final research study please email me.
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What are the benefits of taking part?
Participating in this study will provide an opportunity for you to think about your 
experiences of relationships and wellbeing during the transition to university.
Although the benefits are not always obvious, you will be contributing to an important 
piece of research that will develop our understanding of theories of relationships. This 
research may also help improve services for individuals who experience difficulties 
during the transition to university.
As an additional incentive, all participants who complete the study have the option of 
being entered into a prize draw. The prizes are vouchers for Amazon and there is one 
£50, one £20 and one £10 prize.
Are there any downsides of taking part?
It may be that participating in this research causes you some distress as it explores 
relationships and wellbeing. In the unlikely event that this happens, please contact 
your Personal Tutor or the Centre of Wellbeing for further support. Contact details for 
the Centre of Wellbeing are provided at the end of this information sheet.
What if there is a problem?
If you have any concerns about any aspect of the way you have been treated during this 
research study, then you can contact my supervisor or an independent person. Names 
and contact details are provided at the end of this information sheet.
Has the research been approved by any committee?
This study has received a favourable ethical opinion from the Ethics Committee of the 
Faculty of Arts and Human Sciences at the University of Surrey.
Thank you for taking the time to consider participating in this study. I hope I have 
answered all of your questions about the research study; however, please feel free to 
contact me via email if you have any further questions. My contact details and those of 
my supervisor are provided below:
Researcher:
Name: Taryn Dennison
Title: Trainee Clinical Psychologist
Work address: University of Surrey
Email: t.dennison@surrev.ac.uk
Independent contact:
Name: Laura Simonds
Title: Research Tutor 
Work address: University of Surrey 
Work telephone number: 01483 686936 
Email: 1. simonds@surrey.ac. uk
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Supervised by:
Supervisor’s name: Linda Morison 
Title: Senior Research Tutor 
Work address: University of Surrey 
Work telephone number: 01483 686875 
Email : I. mori son @surrev .ac.uk
University of Surrey Centre for 
Wellbeing
Telephone number: 01483 689498 
Email: k.nonnan(a surrey.ac.uk 
or centreforwcllbeing@surrev.ac.uk
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Appendix E: Participant Consent
Title of Study: Relationships and wellbeing during  ^ i i^vTRSiivor 
the transition to  university SURREY
Please click on the  following link to  read the  participant information shee t 
before deciding w hether to  take part in this study:
h t t c : / / w w w . f a h s . 5 u r r e v .  a c . u k / s u r v e v / r e l a t i o n s h i D s / i n f o . h t m l
If you agree to participate in this study, please tick the consent box below and then click on 
the arrow a t the bottom of the page to complete the online questionnaire.
Î confirm th a t 1 have read and understood the  information sh ee t regarding this study and feel I 
have been given sufficient information. I have also had the  opportunity to ask further questions. I 
understand th a t my decision to take part is entirety voluntary and th a t 1 can withdraw a t any tim e 
w ithout giving a reason and w ithout negative consequences. I am aw are th a t data  is stored  
confidentially and th a t it m ay be used in this and o ther stud ies but will rem ain anonym ous in the 
w rite-ups. 1 am  also aw are th a t support is available should I feel d istressed  from taking part.
1 give my consen t to  participate in the  study*
;consent=l;— —  YggW
;consent=2;
 ©....
*  n n h o  f-haf" if v a k  Hn n nh  n w a  r n n c o n h  v a h  w ill nrvf h e  h fiL cn  f h o  A n lin o  nr lo cH n n n A rro
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Appendix F: Participant Demographic Information Sheet
Please answer the following questions about yourself:
1. What is your gender? n Male n Female
2. What is your age?
3. What is your ethnicity? n White British
n  White Irish
□  Any other White background 
n White and Black Caribbean
□  White and Black African 
n White and Asian
n Any other Mixed background
□  Indian
n Pakistani 
n  Bangladeshi
n Any other Asian background
□  Black or Black British Caribbean 
n Black or Black British African
□  Any other Black background 
n Chinese
n Any other ethnic group (please state)
□  Not stated
4. Are you an overseas student? n  Yes □  No
5. Did you take a gap year before starting university? n Yes n No
6. Where are you currently living? n On campus
n Student housing 
n Family home 
n  Own home
n  Other (please state)
7. Who was the main person/people that brought you up? n Mother
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n  Father 
n  Stepmother 
n  Stepfather 
n  Other family member 
(please state) 
n  Foster carer 
n  Other (please state)
8. Approximately how often do you see the person/people in your answer 
to question 7?
n  Daily
□  Weekly
□  Monthly
n  In the holidays 
n  Yearly 
n  Other situation
9. Do you have a romantic partner? n  Yes n  No
If yes, what is the duration of the relationship (please state using years 
and months)?
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Appendix G: Experiences in Close Relationships - Revised - General Short
Form (Wilkinson, 2011)
Think about all of the people in your life, such as friends, partners and parents. 
Now read each of the following statements and rate to what extent you agree 
with it.
Please tick one box for each item Disagree
Strongly
Disagree Neutral/
Mixed
Agree Strongly
Agree
1.1 prefer not to show others how 1 feel deep down □ □ □ □ □
2. 1 often worry that other people close to me don’t 
really love me. □ □ □ □ □
3.1 find it difficult to allow myself to depend on 
other people. □ □ □ □ □
4.1 often worry that other people don’t care as
□ □ □ □ □much about me as 1 care about them.
5.1 am very comfortable being close to other 
people. □ □ □ □ □
6. Sometimes people change their feelings about 
me for no apparent reason. □ □ □ □ □
7. It is usually easy for me to discuss my problems 
and concerns with other people. □ □ □ □ □
8. My desire to be close sometimes scares people 
away. □ □ □ □ □
9. It helps to turn to others for support in times of 
need. □ □ □ □ □
10 My relationships with people make me doubt 
myself. □ □ □ □ □
11.1 am nervous when people get too emotionally 
close to me. □ □ □ □ □
12. When I show my feelings to people I care about.
□ □ □ □ □I’m afraid that they will not feel the same about me.
13.1 find it easy to depend on other people.
□ □ □ □ □
14.1 am afraid that once somebody gets to know 
me, he or she won’t like who I am. □ □ □ □ □
15. It is easy for me to be affectionate with other 
people. □ □ □ □ □
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16. It makes me mad that 1 don’t get the affection 
and support I need from other people.
17.1 feel comfortable sharing private thoughts and 
feelings with other people.
18.1 worry a lot about my relationships.
19.1 feel comfortable depending on other people.
2 0 .1 find that other people don’t want to be as 
close as I would like.
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
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Appendix H: Modified WHO-TO scale
List the people to whom you feel a strong emotional tie, regardless of whether 
that tie is positive, negative or mixed, and note your relationship to this person 
e.g. mother, father, sibling, romantic partner, close friend, or other (please 
state). Please state their gender by answering M for Male or F for 
Female. Please indicate if any of these are people that you have met at 
university by typing yes in the box on the right
Name Relationship Gender Met at university?
Now read the items below and answer using names from the list above. You 
can name up to five people for each question, but please list these people in 
order of importance (so that the first name is the person who is the best fit for 
that question). You may choose to answer “no-one” if this more accurately 
describes what you would do in these situations.
31. Who is the person you most like to spend time with?
32. Who is the person you don’t like to be away from?
33. Who do you turn to for comfort when you are feeling upset or down?
34. Who is the person you can tell anything to?
35. Who is the person who would do almost anything for you?
36. Who is the person you feel you can always count on?
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Appendix I: Satisfaction with Life Scale (Diener, Emmons, Larson & Griffin,
1985)
Below are five statements with which you may agree or disagree. Read each of 
the following statements and rate to what extent you agree with it. Please be 
open and honest in your responses.
Please tick one box for each item
If I f l l  ! I I
S S  5 I 1 5  I  §
C/]
1. In most ways my life is close g—j [H CH [—| |—| |—| |—|
to my ideal.
2. The conditions of my life are 
excellent.
3.1 am satisfied with life.
4. So far 1 have gotten the 
important things 1 want in life.
5. If 1 could live my life over, 1 
would change almost nothing.
□ □ □ □ □ □ □
□ □ □ □ □ □ □
□ □ □ □ □ □ □
□ □ □ □ □ □ □
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Appendix J: Scale of Positive and Negative Experience (Diener et al., 2010)
Please think about what you have been doing and experiencing during the past 
four weeks. Then report how much you experienced each of the following 
feelings, using the scale below.
Please tick one box for each item
Very Rarely Sometimes Often Very
Rarely Often or
or Never Always
Positive □ □ □ □ □
Negative
□ □ □ □ □
Good
□ □ □ □ □
Bad
□ □ □ □ □
Pleasant
□ □ □ □ □
Unpleasant
□ □ □ □ □
Happy
□ □ □ □ □
Sad
□ □ □ □ □
Afraid
□ □ □ □ □
Joyful
□ □ □ □ □
Angry
□ □ □ □ □
Contented
□ □ □ □ □
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Appendix K: Histograms to Show Distribution of the Data Points on 
Attachment and Subjective Wellbeing Measures
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Appendix L: Histograms to Show Distribution of the Standardised Residuals 
of the Attachment and Subjective Wellbeing Measures
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Research Log
September 2010 -  July 2013 
Year 1 -  Year 3
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Research Log
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology 
and literature search tools y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or 
edited book y
30 Applying research findings to clinical practice y
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An exploration o f public understandings o f  “recoveiy” in mental health
Abstract of Qualitative Group Project
June 2011 
Year 1
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Abstract of Qualitative Group Project 
Introduction: Despite growing interest in the recovery approach, differing 
understandings of its meaning remain. Efforts have been made to clearly define 
recovery and how it can be applied in practice, but the view of the public 
remain relatively uninvestigated. Meehan, King, Beavis and Robinson (2009) 
suggest that there is a risk of the public rejecting the recovery approach if their 
understanding is not developed, since recovery-oriented practice increases 
public exposure to service users and therefore highlights public expectations 
and anxieties. The aim of this research was to explore public understandings of 
“recovery” in mental health.
Method: Face-to-face semi-structured interviews were conducted to elicit 
participants’ narratives across three broad areas: understanding of mental 
health, understanding and attitudes towards recovery, and understanding of 
mental health services. Participants comprised two males and one female, and 
were aged between 21-51 years old.
Analysis: The data was analysed using thematic analysis, following guidelines 
developed by Braun and Clarke (2006). The process of interpretation involved 
both independent and consensual analysis of the data, with multiple researchers 
bringing various insights. Rigorous analysis was enhanced due to transparency, 
confirmability, grounding findings in the data and self-reflexivity.
Results: From the analysis, we identified that public understandings of 
recovery were an interplay of three major themes: the illness, the individual, 
and the role of others. Within the first master theme of ‘the illness’, two major 
sub-themes were identified: the nature of mental health and the nature of 
recovery. The second master theme focused on the individual’s role in 
recovery, which reflected their responsibility in the change process. The third 
theme of ‘the role of others’ had three major sub-themes: the role of family, the 
role of society and the role of services.
Discussion: Findings highlight the importance of improving service users’, 
families and carers’ satisfaction with services, which may in turn improve 
public perceptions. Education and campaigns may be ways of achieving this.
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